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FOR EXAMPLE, TAKE TEXHOMA 


A fine piece of pioneering in the Pan- 
handle secures physicians and makes medi- 
cal care available! 


Through community cooperation, includ- 
ing a bond issue of $30,000.00, modern fa- 
cilities for scientific medical practice have 
been provided and the physician is on the 
jcb — Texhoma has turned the trick. 


Our press clipping service indicates that 
other rural communities in Oklahoma are 
beginning to realize that the well-trained 
piysician cannot afford to locate where fa- 
cilities for up-to-date scientific diagnosis and 
medical care are not available and that he 
cannot afford to take the responsibility of 
practicing without them. As a rule, it is easy 
to raise money for material civic improve- 
ments or to attract new industries. Why not 
put up some cash to safeguard community 
health and to meet individual medical needs? 


Unfortunately, the answer to this question 
is a lack of knowledge on the part of the 
public and in the last analysis the responsi- 
bility rests upon the shoulders of the medical 
profession. If our patient-physician contacts 
and public relations had been what they 
should, people would know why they cannot 
secure and keep competent physicians and 
they would gladly provide facilities. We doff 
our hats to the forward-looking citizens of 
Texhoma and bow our heads in shame for 
not doing more to bring about such enlight- 
ened community understanding throughout 
the land. 


The young man now on the job at Tex- 
homa is a wide-awake graduate of the Uni- 
versity of Oklahoma School of Medicine who 
considers this community made set-up an 
opportunity to render scientific services to 
well deserving people otherwise without 
medical care. 


If socialized medicine comes, the medical 
profession must bear much of the blame. 


GERIATRIC GYRATIONS 

Of all the good citizens of Oklahoma, phy- 
sicians should know the inherent evils of 
government paternalism. Particularly should 
they know the danger of pyramiding an idle, 
purposeless old age group to serve as a living 
example of “man’s inhumanity to man.” 
There is nothing more annulling than the 
implications of a bureaucratic pension at 65 
years of age. “Here is your living; society 
is literally through with you, as indicated 
by this check; though the bureaucrats are 
glad to have you on their rolls, you are a 
charge upon the cringing taxpayers; take 
this and eke out your existence as best you 
can.” All mature men and women know that 
the world salutes courage and self sufficiency 
and that God never intended that this spark 
of divinity should be snuffed out at 65. 

In Shakespeare’s day it was safe to say 
“There is a destiny.” But now, owing to or- 
ganized tampering with man’s otherwise 
manifest future, the government tries to 
shape his ends. Instead of a merciful dis- 
criminating providence dispensing according 
to merit and need the old must look to a cold, 
impersonal bureau supported by a sales tax. 

The physicians of the state should inform 
themselves with reference to the two pro- 
posed referendum petitions providing for 
sufficient additional sales taxes to place prac- 
tically every person reaching the age of 65 
on an old age pension. 

The man who doesn’t want to make his 
own living after 65 is not worth the salt 
required to savor his bread; the man or 
woman who is not able to make his living at 
65 is either suffering from disease or pre- 
mature senescence and he should be cared 
for by the members of his own family; the 
man or woman sick and indigent without 
family or friends to succor him should be 
sustained by local charity. 

It is unreasonable to encourage people to 
give up at 65. It is unthinkable that in this 
pioneering young state, they should be will- 
ing to lay down the shovel and hoe and accept 
a dole. Individual dominance over old age is 
as stimulating as winning at dominoes. But 
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even in Oklahoma there is a New Deal gen- 
eration of young people some of whom were 
conceived by the W.P.A. loafers, supported 
by “made jobs” and subsidies. For many ad- 
vanced, even education is free. This young 
generation is not ready for old age pensions 
but with no cultivated sense of responsibility 
they are willing to let the people who must 
purchase the necessities of life pass across 
the counter enough extra cash to care for 
their relatives. The old folks are in the way, 
they cramp their style, why not let the tax- 
payers and the retailers worry about them. 

The Oklahoma State Chamber of Com- 
merce and the Oklahoma Retail Merchants 
Association are to be commended for or- 
ganized efforts to defeat these initiative pe- 
titions for more old age pensions. 





PSYCHOSOMATIC MEDICINE 

Those who glibly talk about psychosomatic 
medicine as though it were something new 
and easy do not realize that it is as old as 
the hills through which humanity has moved 
toward civilization and that it is dependent 
upon the spontaneous influence of personal- 
ity and the reasoned exercise of artistic and 
scientific perspicuity on the part of the phy- 
sician. 


When the patient comes saying, “Doctor, 


here I am. I’m sick. Please do something for 
me,” figuratively speaking, he has tossed in- 
to the lap of the physician the disarticulated, 
multifacted psychic and somatic fragments 
of his being with the hope that he can file the 
rough edges, fill the worn surfaces and fit 
the patched parts together with a prescience 
which will secure harmonious performance 
in an inharmonious world. 

Wise physicians are humble in the pres- 
ence of their patients and they pray that they 
may not fumble in the performance of their 
duty. Consciousness of responsibility for the 
patient as a composite whole is a sobering 
experience. Striving for perfection is hope- 
less insofar as the coveted goal is concerned 
but it is not without rewards. 

In order that the young physician may 
have a mark at which to aim and a measure 
which will cause all his previous ideals to 
seem diminutive, he is referred to Goethe’s 
estimate of Voltaire. Nothing less could bring 
perfection in the psychosomatic medicine. 

“Depth, genius, imagination, taste, reason, 
sensibility, philosophy, elevation, originality, 
nature, intellect, fancy, rectitude, facility, 
flexibility, precision, art abundance, variety, 
fertility, warmth, magic, charm, grace, force, 
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an eagle’s sweep of vision, vast understand- 
ing, rich instruction, excellent tone, urban- 
ity, vivacity, delicacy, correctness, purity, 
cleanness, elegance, harmony, brilliancy, ra- 
pidity, gayety, pathos, sublimity, universal- 
ity, perfection .. .” 

Indeed, behold the great physician. 





UNESCO GUIDE 

In all matters pertaining to educational, 
scientific, and cultural movements, the phy- 
sician should be among the leaders in h’s 
community. For his benefit attention is called 
to an important source of information sup- 
plied by the University of Oklahoma Exter- 
sion Division under the above title. 

Under the library loan service the follow- 
ing articles dealing with the “United Nations 
Education, Scientific, and Cultural Organiza- 
tion” are referred to as follows: 

“One hundred selected articles, compiled 
by Robert L. Cashman, research reader, de- 
partment of public information, University 
of Oklahoma, Norman, Oklahoma, May, 1947, 
as follows: 

10—United Nations (general background 
material). 

“10—UNESCO (outstanding articles). 

“80—U NESCO (supplementary read- 
ing).” 

Films on international understanding are 
also available. If a satisfactory amalgama- 
tion of all the distraught nations into “one 
world” is ever realized, medicine must be 
among the moving forces which bring it 
about. Physicians cannot afford to neglec' 
their social, cultural, and political opportuni- 
ties and obligations. This service which is 
made available by the Extension Division of 
the State University should be widely uti- 
lized. 





Plan Now 
To Attend the Annual Meeting 
Of the Oklahoma State Medical 


Association 


Skirvin Hotel 
Oklahoma City, Oklahoma 
May 17-19, 1948 
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‘WHERE DOES THIS ROAD LEAD? 


Ray H. LINDsEY, M.D. 
PAULS VALLEY, OKLAHOMA 


A subject of such title should properly be 
‘iscussed by one of more mature years, yet 
he great need for such discussion leads me 
0 believe the subject will stand for itself, 
espite the presentation. 

The title is directed to the medical pro- 
ession of our state part as warning, part as 
hophesy as to where our present course of 
ction seems to lead us. I would ask this 
ssembly two questions, who is now attend- 
ig the sick of our state, and who will attend 
hem in the future? These questions arose 
rom thought on several lines. 

a. The centralization of medicine in the 
ities and gradual depletion of doctors in 
ural areas and smal] towns. 

b. The difficulty of creating interest in 
oung doctors to practice in small towns. 

c. Overemphasis of specialization in 
school and hospital training. 

d. Overwork and the small number of 
loctors practicing in small towns. 

e. Gradual increase in cults and irregular 
practitioners during the past few years. 

I would like to discuss each of these sub- 
neads briefly. 

The war years created a tremendous prob- 
lem of civilian care of the sick with the large 
numbers of doctors called into the services. 
There was an immediate trend, minor but 
noticeable, among those left at home to gravi- 

tate to the larger towns to specialize in one 
branch of practice. Medical societies in the 
larger centers discouraged influx into their 
ranks, the procurement board did a great 
amount of good, but despite all such efforts, 
there was a slow shift which was given force 
of numbers by the return of veteran doctors, 
many of whom were not previously estab- 
lished in practice or had barely started. The 
maximum return of displaced professional 
personnel for war work has occurred, leaving 
no supply to fill the empty places in our 
roster. Dick Graham tells me there are 120 


places in this state crying for doctors. Who 
is caring for their sick? What do those people 
think when they read our Medical Associa- 
tion advertisements extolling the virtues of 
a profession which is no longer represented 
in their ranks? 

It is very difficult to create interest in the 
young doctor to practice in a smaller town. 
He has spent much of time and money for 
his training and he feels the more lucrative 
field is in the city and possibly in specializa- 
tion. His education has been divided into the 
special fields for teaching purposes and he 
finds it difficult to remember, if he ever knew 
otherwise, that all the men who lectured and 
demonstrated before his class were not spec- 
ialists in that particular field. There will al- 
ways be a good proportion of medical stu- 
dents who are eager and willing to practice 
general medicine, who do not want to under- 
go the long years of preparation for speciali- 
zation, but we must encourage them in their 
desires. We must make known the need for 
doctors, show them the many openings where 
people will beat a path to their doors. In our 
specialty boards we have neglected to estab- 
lish a Board of General Practice — we have 
failed to honor the father of all specialists 
— the family doctor. 

Most doctors in small towns are successful. 
The cost of living, office overhead, etc., are 
less in comparison and fees are not propor- 
tionately less than his city colleague. At pres- 
ent, however, the smal] town doctor finds 
himself overworked to the point of keeping 
unreasonably long hours or drifting gradu- 
ally into the easy road of asking a few ques- 
tions and writing a prescription. I do not 
intend to mock or sneer at the practice of 
quick diagnosis and prescription because 
many of these doctors are able and astute 
clinicians, some are uncannily so. Their abil- 
ity comes from long association with and 
knowledge of their patients, plus the known 
percentage of ills which progress to recovery 
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regardless of treatment. I defend these doc- 
tors for a practice which time and circum- 
stance seem to demand, but as a profession 
we cannot defend a practice which drives the 
sick public to a city specialist for a physical 
examination, or to a cultist for a rub down 
and a shot of penicillin. This practice alone 
is a big halting point for the young doctor 
seeking a location. He knows from interview- 
ing the druggist and seeing the doctor’s wait- 
ing room that he is buckling competition, but 
if he visits the doctor and sees this quick 
method of handling patients, he knows he is 
bucking the hardest of all competition. He 
sees none of the facilities he has been taught 
to use in diagnosis, so he is naturally in- 
clined to seek a place nearer a medical center 
or a larger town. 


The past few years have brought to our 
state a great increase in the numbers of ir- 
regular practitioners. This began soon after 
our basic science law was passed — and the 
liberal reciprocity with a northern neighbor 
was overlooked. Disregarding the cause, they 
are here, most of them stayed during the 
war, the army not wanting them as doctors 
and most draft boards afraid of touching 
them. These people have built hospitals over 
the state, they have filled the hills with their 
boasts and the adjoining towns with their 
feeder cultists. They do anything in general 
practice regular doctors can do, give the 
same drugs, do any minor surgery they can 
get and hire traveling M.D.’s to do their 
major surgery. With the decline in numbers 
of doctors of medicine cults are increasing, 
they are covering fields untouched or unserv- 
ed by M.D.’s until the future of such a trend 
will find us a profession of teachers and spec- 
ialists and the osteopaths attending the sick. 
The regular doctor who consults with them 
or does their surgery is looked down upon 
now, but should the trend continue it will 
not be so when the cities begin to spill their 
disgruntled numbers of M.D.’s to communi- 
ties the cults control. 


May I suggest in a general way a few 
remedies for these trends? 


First, some means of decentralizing medi- 
cal care must be found. Any further decline 
in medical coverage in our rural and small 
town areas will demand drastic measures 
which may include federal control or acquisi- 
tion of these areas by the cults. More facili- 
ties must be provided for caring for the sick 
in districts or counties inadequately supplied 
at present. These facilities will be provided 
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in the future whether federal, state, county, 
farm cooperative, individual doctors financ- 
ing themselves as a group, or the cults. If the 
facilities are there, you'll have no trouble 
finding young doctors to staff them. 


Next, medical students need be shown 
more of the art of the practice of medicine 
and less of its specialization. If workable at 
all, students could be given clerkships under 
preceptors for the summer before their sen- 
ior year in school. There are many good 
clinicians in our state in smaller cities under 
whom students could profit greatly. They can 
learn the ways of small town practice, could 
better decide their own particular field of 
endeavor than spending their time watching 
a broad back and two elbows perform a 
gastric resection. Let them know that the 
thrill and benefit from a cure of a mid palmar 
abscess in a farmer is just as great or greater 
than the removal of gallstones in the finest 
of surgeries. I would be proud to have my 
son serve such a clerkship under Dr. Risser 
in Blackwell, the Doctors Newman in Shat- 
tuck or Dr. G. L. Johnson in Pauls Valley. 


Group practice is in part an answer to the 
small town problem of shortage of doctors. 
By this arrangement, several doctors can 
share investment in equipment, office and 
hospital facilities and general expense. Many 
strong groups throughout the state continue 
to serve a large number of sick people and 
practice good medicine. Their success is not 
due to their laboratory equipment or other 
physical property, but to the fact that the 
association of doctors tends to promote more 
careful medicine. 


As to the cults, I have only a few remarks 
to our own profession. Let us remind our- 
selves over and over that the honor and in- 
tegrity of any group depends on its present 
members, not the laurels of predecessors. Let 
us be on the alert to practice continually 
careful medicine in our ranks. Let us be alert 
to the pitfalls of snap diagnoses, to the need 
of careful histories and physical examina- 
tions. By these things alone we can do more 
to uphold our honor and standing than all 
the advertising in the world. By these things 
alone we can relieve many of the ills in our 
ranks that are driving people to the cults and 
to city specialists for trivial matters. 


By these things we will be better doctors 
and draw among us more and better doctors. 


1. Since this article was submitted an Academy of General 
Practice was set up at the American Medical Association meeting 
in Atlantic City June 10, 1947. 
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QUANTITATIVE SEROLOGIC TESTS IN EVALUATION 
OF SYPHILOTHERAPY * 





F. R. HASSLER, M.D. M.P.H., Director of Laboratories 
CATHERINE HARRIS, B.S., Senior Serologist 
State Department of Health 
OKLAHOMA CITY, OKLAHOMA 





The use of the so-called rapid treatment 
for syphilis has greatly increased the de- 
mands for quantitative serologic tests. Fol- 
lowing the short intensive treatment now 
being given, most patients are discharged 
while the blood is still positive to serological 
tests. In most cases the blood does not be- 
come negative for several months after treat- 
ment has been terminated. These patients are 
instructed to return at regular intervals 

usually 30 days) for rechecks. It is in these 
cases that quantitative tests have the most 
value. 


To use the tests to the best advantage it 


is advisable to have a clear understanding of 
them and the proper place for their use or 
cisuse. 


Quantitative tests are not new, but their 
extensive use is quite recent. For years many 
laboratories have run quantitative Kolmer 
tests on certain blood sera and most labora- 
tories have performed quantitative or titred 
tests on all spinal fluids. 

TECHNIQUE OF QUANTITATIVE OR TITRED TESTS 

All of the standard tests for syphilis can 
be converted to titred or quantitative tests. 
To do this simply requires that a series of 
tests are run on the same specimen. The 
serum is diluted with saline and six to 10 
dilutions (sometimes more) are made for 
each serum. While various methods for di- 
lution are used, one of the most common is 
as follows: 

Dilution 
ist tube—Patient’s serum undiluted. 1/1 
2nd tube—Serum plus equal amount 

salt solution 
3rd tube—Some of contents of tube 2 

plus equal amount of salt solution. 1/4 
{th tube—Some of contents of tube 3 

plus equal amount of salt solution.. 1/8 
Ste. 


*Presented before the Section on Medicine of the Oklahonia 
State Medical Association at the Annual Meeting, May 14, 1947. 








These dilutions are usually carried through 
10 tubes. Thus in a 10 tube test the serum 
in the last tube has been diluted 1/512. 

The same test is made on each tube and 
the “end point” is determined. The “end 
point” is the last tube that shows a positive 
reaction. For example, in the quantitative 
Kahn test, if the fifth tube shows a positive 
reaction of 2+ or greater and the sixth tube 
is negative, the fifth tube is the “end point.” 
The results are expressed as positive in di- 
lution 1/16 or reported as 64 Kahn units. 
The Kahn units are equal to the last positive 
dilution multiplied by four (S=4D). If the 
first tube is positive, the report is four Kahn 
units. 

This system is the one used in our labora- 
tory and is the one recommended for use in 
the rapid treatment centers throughout the 
country. 

The Quantitative Kahn test is widely used 
because it is a flocculation test tube test that 
can be adapted readily to quantitative tech- 
niques. The Kahn test has been used exten- 
sively by the army and navy and by many 
laboratories that do not have sheep cells, 
guinea pig complement, and other facilities 
for doing the Kolmer Complement Fixation 
tests. 

The Quantitative Kolmer test is widely 
used especially for spinal fluid determination. 
It is the test used on all spinal fluids in our 
laboratory. This is a nine tube test (six di- 
lutions, three controls) and serial dilutions 
are made. The results are expressed as the 
highest dilution showing a positive reaction, 
or they may be reported as Kolmer units. 

The Mazzini Quantitative test is used in 
some states. The Mazzini antigen is more 
satisfactory in some respects, but the new 
cardiolipin antigen should prove more satis- 
factory and will probably come into use in 
the future. 

The chief difficulties encountered in quan- 
titative tests are the wide variations in the 
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composition of different lots of antigen and 
the rapid change in sensitivity of some anti- 
gen after it is prepared for the tests. Cardio- 
lipin antigen should be more uniform be- 
cause of its chemical reproductibility. 

Unfortunately the various tests for syph- 
ilis do not follow a uniform system of dilu- 
tion or the same system of reporting. This 
use of different antigens and the lack of uni- 
formity of techniques and reporting makes 
any attempt to convert results from one test 
to results of another very unsatisfactory. All 
tests do not react the same to the same 
serum. It is not possible to convert Kahn 
units to Kolmer or other titres with any de- 
gree of satisfaction. 

In general the usual routine tests agree 
very well, but it is not uncommon for one 
test to show a positive reaction and another 
test to be negative on the same serum. Usu- 
ally these positives are weak positives except 
in some cases where zone reactions are en- 
countered. For example, we may have a posi- 
tive by the Kolmer test and a negative Kahn 
test. Thus, we would have a positive with no 
Kahn units. 

A 2+ reaction in the standard Mazzini test 
is reported as doubtful while a 2+ Kahn is 
reported positive and a 1+ Kahn is reported 
doubtful. A 1+ Kolmer is reported positive. 

Time will not permit a long discussion of 
this point, but we wish to point out that mul- 
tiple tests do not always agree and it is not 
a laboratory error if one is positive or doubt- 
ful and the other is negative. As previously 
mentioned, a positive may be reported by a 
Kolmer or Mazzini test with no Kahn units. 

Since there is a rather wide variation in 
the sensitivity of antigens used for quanti- 
tative tests, it can be expected that reports 
from different laboratories will not be uni- 
form. Let us consider a specimen that shows 
an “end point” in the eighth tube with one 
antigen and in the sixth tube with another. 
Thus the Kahn titres would be 1/128 or 512 
units in the first or 1/32 or 128 units in the 
second. 

Because of this variation in antigens it is 
necessary that the repeated tests all be made 
by the same laboratory and it is important 
that the laboratory use the same supply of 
antigen for as long a period of time as pos- 
sible. When it becomes necessary for the 
laboratory to secure a new supply of antigen, 
it should be matched as nearly as possible to 

the old. 
' PSEUDOQUANTITATION 

The committee on thé serodiagnostic test 

for syphilis recommends that standard tests 


February, 1948 


be reported as positive, negative or doubtful. 
Each author of a test has established stand- 
ards for each of these designations. However, 
some laboratories still report by using a 
number of pluses, such as, 1+, 2+, etc. This 
may be called pseudoquantitation. These 
should not be considered as quantitative tests 
in the light of our present discussion. 

These reports may have value for other 
purposes but should not be confused with 
the true quantitative tests. For example, : 
test may be reported 4+ by the standard 
Kahn test but the units could be any place 
between four and 2048 units by a 10 tube 
titred Kahn test. Three plus could show : 
quantitative titre that is quite high. 

TITRES IN RELATION TO DURATION OF DISEASE 

Ordinarily serological response to treat 
ment can be anticipated in inverse ratio t 
the duration of disease at the time of begin. 
ning treatment. In primary or early second- 
ary syphilis there is usually an increase ir 
the titre following the beginning of treat- 
ment. Following this, a rapidly decreasing 
titre as a response to treatment is usual 
Treatment initiated later in the disease is 
followed by slower serological response. In 
infections that have existed for years the re- 
sponse is even slower, conditions approaching 
the “serological fast” state are encountered. 

In the “serological fast” cases, the titres 
tend to remain fairly constant except for 
slight fluctuations due to variations in the 
sensitivity of the test, or slight variation in 
the patient’s blood as a result of diet, time 
of specimen in relation to meals, ageing of 
specimen before test, or partial hemolysis. 
Concurrent infection or elevation of temper- 
ature in the patient may cause a marked in- 
crease in quantitative titres. Occasionally the 
titres will rise suddenly and sharply in treat- 
ed cases with no apparent reason except per- 
haps a cold or other infection. These usually 
go down again and are not an indication for 
renewing treatment. In relapsing cases, or 
cases of reinfection the titres continue to 
rise. These changes can best be followed by 
plotting the curve for each patient on graph 
paper. 

INDICATIONS FOR QUANTITATIVE TESTS 

1. Patients taking “rapid treatment.” 

A quantitative test should be made before 
starting treatment and a recheck made at 
least every 30 days until the patient has been 
definitely established as sero-negative. 

2. Primary Syphilis, Darkfield negative. 

Quantitative tests are of value in early 
syphilis with primary lesions in which the 
Spirochaeta cannot be demonstrated. A 
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marked rise in the titre proves a simple 
method of identifying such lesions as syph- 
ilitic. 

A simple positive reaction in the presence 
of a chancrelike lesion in which no spiro- 
chaetes can be found is construed by most 
physicians as indicative of primary syphilis. 
Such a reaction is, however, compatible with 
the diagnosis of a latent syphilitic infection 
and a coexisting nonsyphilitic lesion, or it 
may indicate a biologic false positive reaction 
caused by chancroidal or lymphogranulomat- 
ous infection. 


A sharply rising titre is usually found in 
ery recently acquired syphilis, a stationary 
itre indicates a syphilitic infection of some 
uration, and a falling titre without treat- 
nent usually represents a false positive re- 
ection. A considerable proportion of lympho- 
eranulomatous and chancroidal infections 
ave been shown to give false positive re- 
ections for syphilis. Such reactions which are 
isually of low titre, may persist for several 
reeks, and mistaken diagnoses of primary 
yphilis may easily be made in these cases. 


3. Congenital Syphilis. 


Titred tests in children born of syphilitic 
aothers are of proven value. Maternal reagin 
aay be transferred from the mother to the 
hild through the placenta. Serologic tests at 
iirth or cord Wassermanns are of little value. 
Approximately 15 per cent of positive cord 
ests revert to negative and a similar number 
f negatives become positive later. 


If quantitative tests on the child are made 
at regular intervals an increase in titre would 
suggest syphilitic infection. Comparative 
studies of the mother and child may also be 
f diagnostic value. The titre in the child is 
the same or less than the mother. A titre 
in the infant well above that of the mother 
should be evidence of syphilis in the child. 

4. Relapsing Syphilis. 

A consistantly rising titre is suggestive of 
early relapsing syphilis. This should be con- 
sistant and an occasional sharp rise should 
be rechecked before a diagnosis of relapse 
is made. 

5. Reinfection. 

In the case of reinfection a sharp and con- 
sistant rise in titre can usually be expected. 

6. Biologic False Positive Reactions. 

The recognition of biologic false positive 
reactions is often extremely difficult, but one 
of the simplest aids in their detection is the 
use of quantitative serologic tests. A rapidly 
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falling titre in the absence of therapy is evi- 
dence of the presence of nonsyphilitic reagin. 
Even if the serologic reaction does not be- 
come completely negative, a decrease of titre 
or other bizarre behavior should arouse sus- 
picion, and the other recommended proce- 
dures for the detection of false positive re- 
actions can then be applied. 


CONTRAINDICATIONS FOR QUANTITATIVE TESTS 

1. Routine tests for diagnosis or case 
finding. 

Quantitative tests are not indicated for 
diagnoses. Some physicians and clinics have 
a habit of requesting quantitative tests on all 
specimens sent in, including barbers, beauty 
parlor operators, food handlers, premarital, 
and pregnancy cases. Apparently the idea is 
that the quantitative test is a superior type 
of test. This is not so because most reliable 
routine tests used are better for these diag- 
nostic cases. In our laboratory our screen 
test is more sensitive and all positives or 
doubtfuls are rechecked by at least two and 
usually three or four different tests. Thus, 
in general, the regular standard tests are 
preferable to quantitative tests for diagnosis 
or case finding. 


SUMMARY AND CONCLUSIONS 


A brief discussion of quantitative test has 
been given. The general method of perform- 
ing and reporting these tests has been out- 
lined and the indications and contraindica- 
tions for quantitative tests discussed. 

In conclusion we would emphasize that one 
or two tests are of little value. A series of 
tests and a plotted curve is of great value in 
following cases that have received treatment. 
Based on a single test the quantitative titre 
or units does not indicate the extent of in- 
fection. A patient may have a severe or ex- 
tensive infection with complications and 
show a low titre. Conversely another patient 
may have no signs or symptoms and no evi- 
dence of extensive syphilitic infection, and 
still show a high titre by quantitative tech- 
niques or a strong positive by the regular 
standard tests. 

It is very important that all tests on the 
same person be performed by the same lab- 
oratory and that the same tests and the same 
antigen be used throughout. 

Laboratories performing quantitative tests 
should keep a sufficient supply of antigen on 
hand to last for a long period of time, and 
new antigen should be checked against the 
old to avoid sharp breaks in titres due to the 
change in antigen. 
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COMMON ERRORS IN DIAGNOSIS OF SYPHILIS* 





HERVEY A. FOERSTER, M.D. 
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Syphilis in its various stages and mani- 
festations has presented a challenge to the 
diagnostic ability of physicians for centuries. 
Before serology tests diagnosis was by clin- 
ical appearance and physical examination 
only and diagnostic errors were frequent. 
Since the advent of the Wasserman and 
flocculation serological tests a great aid has 
been rendered in the diagnosis confirmation 
and discovery of this disease, especially in 
the secondary and latent stages. However, 
clinical experience, history and careful ex- 
amination of patient is of utmost importance. 
I shall try briefly to give a few of the errors 
that I think physicians occasionally make; 
they have been rather forcibly brought to 
my attention as a consultant in dermatology 
and syphilology with the Oklahoma State 
Health Department’s rapid treatment center 
in Oklahoma City, and if you will pardon 
the personal reference, in my private prac- 
tice. 


FAILURE TO TAKE A GOOD HISTORY 


Often syphilis is overlooked by the failure 
to take a good history. Tact and judgment 
are required. A demanding attitude usually 
gets a flat denial. Be soothing and confident 
in your tone and manner of approach. Many 
patients will declare they have never had 
syphilis but will admit taking treatment for 
“bad blood.” Inquire carefully as to history 
of indolent sores on the genitalia, prolonged 
sore throats, history of stillbirths or mis- 
carriages, the previous taking of arm and 
“hip shots,” penicillin, etc. Frequently a pa- 
tient will admit that he has had syphilis to 
one examiner and when confronted as to why 
he did not tell a previous physician of this 
fact, he will pass it off with “Oh, he never 
asked me” or “I did not think it was im- 
portant at the time.” A good history can tell 
you a lot about how well or thoroughly a 
patient has been previously treated. It takes 
time and effort to get this data but it is cer- 
tainly worth the effort. 





*Chairman's Address presented before the General Session of 
the Oklahoma State Medical Association at the Annual Meeting, 
May 15, 1947. 


INSUFFICIENT OR LACK OF THOROUGH 
PHYSICAL EXAMINATION 


Example: A patient presents herself or 
himself to the physician and says: “Doctor, 
I have a little skin rash on my arms. Can 
you give me something for it?” It is rather 
easy to give the dermatitis a casual glance 
and say “Yes, you have an allergic derme- 
titits,” and write out a prescription for cale- 
mine lotion.. Whereas if the examiner hai 
spent a little more time, and had the patient 
disrobe, examined the skin genitalia in 1 
good light, searched for glandular adenc- 
pathy and carefully examined mouth, nos2 
and throat; he might have discovered a 
typical secondary stage of syphilis with 
mucous patches, generalized glandular ade- 
nopathy and condylomata. Often the second- 
ary stage is very transitory, mild erythema 
only visible in a good light. Often the only 
evidence of this stage will be peri-anal 
condylomata. Be suspicious of all genital le- 
sions regardless of patient’s denial of sex 
exposure or social status. 


FAILURE TO TAKE CONFIRMATORY 
LABORATORY TESTS 

Primary syphilis is frequently overlooked 
or mis-diagnosed. In women in the majority 
of cases the chancre is on the cervix or inner 
surface of vulva and the patient is frequently 
unaware of the lesion. In men, too, often be- 
cause the lesion is not typical or the history 
unreliable, one is prone to think the lesion 
is a chancroid, herpes simplex, minor abra- 
sion, or non syphilitic ulceration. Do a dark- 
field examination on any penile or vulvae 
lesion and consider the ulceration to be syphi- 
lis until proven otherwise. If you do not have 
a dark-field available send your patient to 
a reliable laboratory where a dark-field ex- 
amination can be made. The amount of heart- 
aches, tragedies and misery that has resulted 
from treating a lesion as non-syphilitic when 
it is teeming with Spirochetes and allowing 
the patient to be dismissed with the state- 
ment “This is just a little scratch; here put 
some of this calomel or sulfa powder on it.’ 
Again patients often mislead the doctor 
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They will declare repeatedly that they have 
not been exposed until you have positively 
proven to them that they have a chancre or 
syphilis. Example: One patient with a large 
clinical chancre on shaft of penis, declared 
repeatedly that it was the result of hooking 
himself with a hay hook, when in reality he 
had caught the infection in a haystack but 
not from a hay hook. The male negro so fre- 
quently says “Doctor, it’s just a ‘hair cut’ 
and I didn’t think it amounted to anything.” 
Extra-genital chancres are frequently treated 
as paronychia, bone felons and any variety 
of infections until the serology becomes posi- 
tive or the patient develops signs of second- 
ary syphilis. Be suspicious of atypical look- 
ing granulomas or infections of the finger. 
Remember it could be syphilis. Scabies, pri- 
mary eczema, pityriasis rosae, dermatitis 
medicamentosa, erythema multiforme, psori- 
«sis, measles, chickenpox, smallpox and rose 
spots of typhoid fever may at times clinically 
closely resemble the secondary manifesta- 
tions of syphilis. Be careful to avoid stating 
to the patient “you have syphilis,” on basis 
of an atypical skin dermatitis that you think 
raight be syphilis. Further question the pa- 
tient as to sexual exposure or contacts and 
ay “We shall take a blood test for syphilis.” 
“hen with confirmatory laboratory serology 
ou can state “Your blood test indicates 
syphilis.” Time again I have patients refer- 
ed to as having secondary syphilis when the 
dermatitis was in reality eczema, scabies or 
chicken pox and confirmatory serology was 
entirely negative. Remember that the second- 
ary stage of syphilis is the period when anti- 
bodies are being produced and patient’s 
serology gives a strongly positive reaction. 
Tertiary gummata and skin lesions can 
often clinically resemble a carcinoma and it 
s sometimes difficult to differentiate syphilis 
ind carcinoma and sometimes they both oc- 
cur together. Think of carcinoma of the penis 
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in any chronic granulomatous lesions of penis 
or vulva in which syphilis and other venereal 
diseases have been eliminated; do a biopsy 
when in doubt. Remember tertiary lesions 
are often serpiginous or annular and can 
look like a ringworm or creeping eruption. 
I remember an aged Indian who had a 
serpiginous tertiary skin lesion that had been 
treated for ringworm for over a year before 
someone took his blood serology and found 
it positive and brought out a history of 
syphilis. 

One laboratory test that is so frequently 
not done or evaded or passed off as not in- 
dicated is the spinal fluid examination. All 
treated cases of syphilis should by all means 
have a follow up spinal fluid examination. 
By this I mean primary and secondary syphi- 
lis at the end of the first year and all latent 
cases that have been treated in the past 
whether adequate or not should have a spinal 
fluid examination. Many of the so-called Was- 
serman fast cases are asymptomatic neuro- 
syphilis and many cases of paresis and tabes 
could have been prevented if only the phy- 
sician had told the patient he or she should 
have a spinal fluid examination. If you do 
not do a spinal fluid examination yourself or 
do not have confidence in your ability to do 
one refer the patient to someone who can. 
The technic and dangers have been over- 
emphasized. The tap can be safely done as 
an office or home procedure. There is a re- 
luctance as most patients do not want to go 
to a hospital for this test, either because of 
expense or fear of disclosure of their disease 
to others. 

In conclusion may I add, be syphilis mind- 
ed but not a syphilis fanatic. Be thorough and 
careful, remembering that the elusive spiro- 
chete with its many manifestations of symp- 
toms has been the great masquerader of all 
diseases. Keep asking yourself could this 
symptom or lesion be due to syphilis. 


SKIN COMPLAINTS OFTEN FIRST SIGNS OF UNDERLYING MENTAL DISEASE 


Certain skin complaints often are among the first signs 
f an underlying mental disease, according to two Chi- 
‘ago doctors, Theodore Cornbleet, M.D., and Meyer 
Brown, M.D., from the Department of Dermatology of 
the University of Illinois College of Medicine and the 
Department of Nervous and Mental Diseases of North- 
vestern University Medical School. 

Disturbed sensations of the skin which cannot be traced 
0 any rational source should always be suspected. Some 
f the most common of these are intense itching which 
levelops suddenly, a feeling of numbness, tingling, burn- 
ing, drawing, heat or cold, a sensation of insects crawling 
wr of droplets falling on the skin. 


An actual skin disorder may sometimes be accounted 
for by excessive washing or cleansing of the skin which 
springs from a delusional idea, the doctors point out. 
Unreasonable concern over the appearance of some 
simple condition such as a few additional facial hairs 
or moles or increased dryness or oiliness of the skin, 
as well as complete j:.iffeyerce to serious skin disease, 
also may indicate that « psychidtrist’s services are 
needed. Excessive, sweating, feblings of wormth, blanch- 
ing or Mushing or blushing may or ‘may not be part 
of a set of psychintrie- symptoms. More obvious are 
bizarre delusions involying, the skin and self-induced 
injuries. ttle, 
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The surgeon, the internist and the general 
practitioner are equally interested in diseases 
of the extrahepatic biliary ducts, and the 
gallbladder. Inflammations and occasionally 
neoplasms are the principal lesions which 
require the ministrations of a surgeon. 
Cholecystitis, cholelithiasis, and the interre- 
lation of the two present the major problems. 


ACUTE CHOLECYSTITIS 

The exact mechanism which initiates an 
acute inflammation of the gallbladder is not 
known. Occasionally, vascular obstruction 
produces hemorrhagic infarction of the vis- 
cus. The subsequent acute cholecystitis re- 
sults in an acute generalized peritonitis. 
Usually, however, acute cholecystitis is a 
non-specific inflammation caused by strepto- 
cocci or staphylococci, or by microorganisms 
of the Escherichia and, now rarely, of the 
Eberthella groups. Womack and Bricker* 
have shown experimentally that an acute 
cholecystitis may be induced by a temporary 
increase in bile salt content in the gallblad- 
der. In addition to this chemical cholecys- 
titis, an inflammation of the gallbladder, ac- 
cording to Bisgard and Baker’, may be pro- 
duced by enzyme action as the result of reflux 
of pancreatic secretion into the gallbladder. 
These factors probably cause cholecystitis or 
play a contributory role more often than 
suspected. 

In acute cholecystitis, no matter what the 
cause, the involvement usually commences 
within the mucosa and extends outward. In- 
filtration with edema fluid and extravasated 
blood causes enlargement, firmness and red 
brown discoloration of the viscus. The thick- 
ness of its wall may increase tenfold. The 
lumen usually contains a mixture of bile, 
blood and pus. Orly rarely are gallstones 
present in a galliladder with acute cholecys- 
titis. The acute process may end in perfora- 





*Presented beture the Oklahoma City. Clinical Society, October, 
1946. From the Departmer.* of Patolo¢v, School of Medicine, 
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tion of the gallbladder with acute focal o: 

diffuse peritonitis, rarely it may subside. Ar 

acute cholecystitis therefore should be re- 

garded as a surgical emergency the same wa) 

as acute appendicitis is and should call for 

immediate removal of the gallbladder. 
CHRONIC CHOLECYSTITIS 

Chronic cholecystitis is usually assumed tc 
be a sequel to an acute inflammatory process 
in the gallbladder. It is true that the most 
common variety of chronic cholecystitis is 
the healing state of a subsiding acute chole- 
cystitis or the healing state of an acute chole- 
cystitis superimposed on a previous chronic 
cholecystitis. Another variety is a sequel to 
the presence of pure gallstones in the gall- 
bladder. A third variety develops independ- 
ently of the above causes as a result of re- 
current or continuous mild injuries interfer- 
ing with the normal resorptive function of 
the viscus. Since so many variables operate 
in the production of the chronic inflamma- 
tory reaction, practically no two gallbladders 
with chronic cholecystitis are exactly alike. 
They do, however, have certain features in 
common which aid in their recognition clin- 
ically. One of these is the almost invariable 
presence of gallstones in the gallbladder. The 
gallstones in some instances are the sequel 
to, and in others are the cause of the chronic 
inflammatory state of the viscus. 

The wall of the gallbladder with chronic 
cholecystitis is thickened from two to five 
or even 10 times its usual width. The lumen 
of the cystic duct is at least twice its usual 
diameter, and may attain a size 10 times the 
normal. Because of the invariable presence 
of gallstones in the gallbladder with chronic 
cholecystitis surgical removal is always in- 
dicated though the operation is one of elec- 
tion rather than an emergency. 

CHRONIC CHOLECYSTITIS WITH SUPERIMPOSED 
ACUTE CHOLECYSTITIS 

Acute cholecystitis may occur not only in 

an intact gallbladder, but also in one in which 
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a chronic cholecystitis is already present. Al- 
though the condition is frequently referred 
to as an acute exacerbation, actually the 
acute inflammatory process of varying de- 
grees of intensity is grafted on the chronic 
inflammatory process. The gross appearance 
of such a gallbladder differs little from that 
of one with acute cholecystitis, except that 
gallstones are usually present. 


CHOLELITHIASIS 


Because of the frequent association of 
cholecystitis with gallstones, a thorough un- 
derstanding of this association is indispens- 
able in planning rational treatment of a pa- 
t ent who has cholecystitis with cholelithiasis. 

It is known that gallstones are formed 
f-om normal constituents of the bile, such as 
cholesterol, calcium bilirubinate and calcium 
cirbonate. When composed almost entirely 
of one of these substances, they are referred 
t» as “pure” gallstones. When they are com- 
posed of a mixture of two or all of these 
s ibstances, they are referred to as “mixed” 
gallstones. When pure gallstones acquire a 
siell of a mixed gallstone, the results are 
“combined” gallstones.* 


Pure gallstones are hepatogenous, their 
iormation being due to a disturbed liver 
function. If there is, for example, an excess 
of cholesterol in the blood, an excess is ex- 
creted in the bile and a pure cholesterol stone 
may form in the otherwise normal gallblad- 
der. When small, about one cm. in diameter, 
the pure cholesterol stone is oval or round 
with a crystalline surface. When large, up to 
five em, in diameter, the surface is rough and 
the crystalline structure is discernible only 
on the cut surfaces which have a glistening 
radiating pattern. A pure cholesterol stone 
is always solitary. 

When an excessive number of red blood 
cells are destroyed for any reason, an excess 
of bilirubin is excreted in the bile and cal- 
cium bilirubinate stones may form in an 
otherwise normal gallbladder. These stones 
are jet black, crystalline or amorphous, are 
usually multiple, and are rarely over one cm. 
in diameter. 

Pure calcium carbonate stones are exceed- 
ngly rare, gray white and amorphous. Their 
presence seems not to be related to any 
known disturbance of calcium metabolism. 


Pure gallstones comprise about 10 per cent 
f all gallstones and are usually silent, i.e., 
‘hey produce no clinical manifestations. 
Their presence however, may predispose to 
‘hronic cholecystitis. 
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Mixed gallstones are cystogenous. The 
presence of an inflammatory process in the 
gallbladder allows the solvents (bile acids) 
to be resorbed faster than the stone forming 
constituents. As a result, mixed gallstones 
form by the processes of precipitation, ad- 
sorption and crystallization. They are com- 
posed in varying proportions of any two or 
of all three of the stone forming constituents 
of the bile. They are always multiple and 
usually facetted. Their size, shape and color 
depend on the relative amounts of the com- 
ponent substances. Mixed gallstones comprise 
about 80 per cent of all gallstones. 

Combined gallstones usually have a nucleus 
of a pure gallstone and a shell of a mixed 
gallstone. When single they are the largest 
of gallstones. Combined gallstones comprise 
about 10 per cent of all gallstones.* 

To sum up, the following points are of 
immediate interest : 

Acute cholecystitis may occur in a gall- 
bladder free of gallstones. If it occurs in one 
containing pure, mixed or combined gall- 
stones, the acute cholecystitis is usually un- 
related to the gallstones present. 


As long as gallstones remain within the 
gallbladder, they may produce no clinical 
manifestations. This is particularly true of 
pure gallstones. 

A gallbladder with chronic cholecystitis, 
containing mixed gallstones, practically al- 
ways has its cystic duct dilated and its mus- 
cular coat hypertrophied as a result of inter- 
mittent increased intravesical pressure. This 
intermittent increased pressure within the 
gallbladder may well be one of the most im- 
portant causes of the clinical signs and symp- 
toms of chronic cholecystitis. The dilatation 
of the cystic duct leads eventually to an in- 
competence of the folds of Heister with the 
further result that the gallstones can pass 
from the gallbladder into the cystic duct and 
through it into the common bile duct where 
they may produce the characteristic clinical 
signs and symptoms of obstructive jaundice. 

Ordinarily, only mixed gallstones pass 
through the cystic duct into the common bile 
duct. Therefore, when the gallbladder con- 
tains mixed gallstones, an exploration of the 
common bile duct is usually indicated 

Finally, it should be added that chronic 
cholecystitis, whether it is manifested by 
severe, by mild, or by no symptoms at all, 
constitutes a potential danger to the patient. 
First, because the chronic inflammatory pro- 
cess produces progressive and irreversible 
changes in the gallbladder. Second, because 
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the biliary calculi invariably present in a 
gallbladder with chronic cholecystitis are 
provided with opportunties to migrate. 
Third, because chronic cholecystitis predis- 
poses to acute cholecystitis. In fact, chronic 
cholecystitis with a superimposed acute cho- 
lecystitis is the lesion which most commonly 
necessitates surgical intervention and re- 
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moval of the gallbladder. 
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A REVIEW OF THE MANAGEMENT OF SYPHILIS* 


C. P. BONDURANT, M.D.** 


OKLAHOMA CITY, OKLAHOMA 


The management of the great infection of 
syphilis at this period is controversal, 
and many methods of procedure are 


being advocated. The advent of penicillin, 
and other quick treatment methods, has 
brought into this field of medical thought 
many changes in diagnosis and therapy on 


which not all of the profession are in agree- 
ment. Medical history may be repeating it- 
self in the field of syphilology as was ob- 
served following the discovery of Ehrlich’s 
Magic Bullet. At that time, this subject was 
in a definite phase of transition, and the care- 
ful clinical studies of syphilis which the great 
Fournier and his pupils so studiously foster- 
ed were endangered. Again, we see sound 
clinical principles being replaced by over- 
simplification and mechanization. At this 
time we should recall the necessity of clinical 
observation and be reminded that syphilis 
can neither be diagnosed nor treated wholly 
by reliance upon the laboratory alone; but 
that this diagnosis and treatment must be 
accomplished by a careful study of the pa- 
tient as an individual in relation to the bi- 
ology of his infection. 


For the sake of brevity, the management 
of syphilis will be considered by studying the 
two great periods in the course of this in- 
fection. These two periods, the early and the 
late, are very unlike, almost as though they 
were two separate diseases. To make a dis- 
tinction between early and late syphilis it is 
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necessary to call attention to the fundamenta! 
pathology which formulates these two stages 
The early stage is characterized by a uni- 
formity of the distribution of organisms and 
lesions which soon fade into a more quiescen‘ 
period of latency. At this point the funda- 
mental background of immunity is establish 
ed, affording the patient the immunologica 
protection which allows him to live in more 
or less harmony with his disease for a longer 
or shorter period of time. Recurrent out 
breaks become less and less frequent, and the 
periods of apparent inactivity become longer 
until the disease shows no tangible evidence 
of its existence; and throughout the ful! 
course of this period the disease is below the 
clinical horizon. This period of latency may 
vary from a few months to a lifetime, but it 
must not be mistaken for a period of inac- 
tivity even though it is a product of a relative 
immunity maintained by a slow chronic in- 
flammatory process. Certain changes are tak- 
ing place, and the relationship between the 
organism and the host is being established. 
The condition of fulminating bacteremia, 
where the blood is swarming with spiro- 
chetes, has changed to a period of selectivity 
and the immune processes of the body have 
placed the disease in the position of estab- 
lishing itself in organs where the resistance 
is least, and slowly produces a state where 
the various tissues become allergic to the 
presence of the infection. This relationship, 
entirely different from the early stage of the 
disease, makes it possible for a few organ- 
isms to produce much destruction, and brings 
the disease process to a stage where it is 
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dangerous to the patient himself, in contrast 
to the early stage where he was a menace 
to others. 


The management of the early stage of 
syphilis, when the patients are usually young 
and robust, presents an opportunity for a 
more or less set formula. The diagnosis of 
syphilis in its early stage is entirely a labora- 
tory procedure, and where such valuable in- 
formation is available I feel that no physi- 
cian has the right to make a clinical diagno- 
sis without laboratory confirmation. Once 
treatment is started on a clinical basis the 
opportunity for laboratory confirmation is 
lost within a few hours, and the patient has 
to be managed through the rest of his life on 
this diagnosis. The darkfield microscopic ex- 
emination is diagnostic from the first clinical 
¢ppearance of the disease and the serological 
tests become positive from one to two weeks 
after clinical symptoms appear. Screening 
tests and single serological tests are danger- 
cus. A battery of tests is more accurate and 
affords safer diagnosis. 


Once the diagnosis is established in early 
syphilis, on a laboratory basis, the question 
cf therapy is immediately of grave import- 
ance. Here the almost sacred doctor-patient 
relationship begins and the physician who 
overlooks it and fails to treat his patient with 
kindness, dignity and consideration has failed 
to lay the groundwork for the best prognosis. 
The outcome in the management of early 
syphilis is to a great degree dependent upon 
how the doctor and his patient get along and 
upon the respect each has for the other be- 
cause when a patient changes his doctor in 
the management of early syphilis his prog- 
nosis is endangered. The physician’s duty 
does not end with the consideration of his 
patient at this stage of the disease. He must 
account for the problem of contagion and 
must answer the question “from whom to 
whom?” Contacts must be sought out and 
examined and if he does not routinely do this 
himself, the health department should be 
notified. 


The actual method of treatment of early 
syphilis at this time is not entirely agreed 
upon. Hardly any two clinics are in complete 
accord on procedure and each presents logical 
easoning to support its choice of methods. 
Most clinics wish to guard against over- 
nechanization — a practice which is not 
clinically sound. The aim of therapy of early 
yphilis -is the sterilization from syphilitic 
nfection. With the advent of penicillin we 
have been afforded another valuable tool 
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which offers much in the accomplishment of 
this plan and is our number one drug in this 
respect. The fundamental consideration of 
penicillin as a therapeutic agent is very inter- 
esting and helps us to correctly place it in 
our treatment program. Eagle says, “After 
penicillin there is much to be expected.” This 
is not only true of penicillin but of every 
other drug we have. There are many types 
of penicillin available but penicillin G is 
found to be the most active. Many therapists 
feel that other antibiotics may prove very 
useful when proper research has established 
their correct therapeutic value. The effective- 
ness of penicillin therapy is handicapped by 
its rapid excretion which causes much to be 
wasted and which currently prohibits its use 
as an office procedure. Penicillin in wax may 
be the answer but at present our experience 
is tov limited to allow its acceptance routine- 
ly. The time factor of exposure of organisms 
to penicillin of proper blood level is basic in 
this question. The location of organisms al- 
ters its efficiency in a similar manner to other 
antiluetic therapy. Due to the fact that syph- 
ilis organisms multiply slowly the fast ex- 
cretion of penicillin is another handicap to 
its effectiveness. Other agents are well used 
in combination with penicillin and it is ap- 
parent their synergistic action is quite bene- 
ficial. It is fairly well accepted that the effica- 
cy of penicillin therapy is enhanced by intra- 
venous arsenic, intramuscular bismuth and 
increased temperature. Many combinations 
are possible, each having a place, and many 
formulas for the treatment of early syphilis 
are advocated. The constant appearance of 
new plans justifies the observation that the 
ideal has not yet been reached. Then ten- 
dency in this respect is to increase the length 
of time the organisms are exposed to the 
proper blood level of penicillin fortified by 
arsenic and bismuth therapy. I think there 
is little doubt that penicillin is our number 
one drug, arsenicals and bismuth coming in 
turn. My usual plan for the treatment of 
early syphilis in young individuals, after 
laboratory diagnosis, is to hospitalize the 
patients and give them 50,000 units of water 
soluble penicillin crystalline G. This is given 
every three hours for 80 doses, making a 
total of 4,000,000 units. Four doses of neo- 
arsphenamine are given during the course 
— one on the first, third, fifth, and eighth 
days. The patient is then discharged from the 
hospital and eight more doses of arsenicals 
are given according to tolerance and follow- 
ed by 20 doses of bismuth. The progress of 
the case is then observed clinically and also 
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by quantitative serological analysis, and up- 
on any increase in the titer, re-treatment is 
established. This plan is given as a pattern 
and must be fitted to the individual -case. 
The prognosis of early syphilis is usually 
dependent upon the duration of the disease, 
and decreases in proportion to the age of the 
infection in relation to the starting of treat- 
ment. Intensive treatment of this type in 
early syphilis will cure a very high per cent 
of cases. Through such treatment, however, 
the development of immune processes are 
abolished, and it does not subject the patient 
to danger if treatment completely cures the 
disease. If therapy is inadequate, it leaves the 
patient in a vulnerable position since the de- 
velopment of his natural defenses is disturb- 
ed and the disease is not cured. This circum- 
stance often results in various forms of ther- 
apy resistance or fixed serological states. 
After complete treatment and properly ob- 
served prolonged rest we are often pleasant- 
ly surprised to find many of these “fixed 
Wassermanns” are in our negative group. 


The management of the various forms of 
late syphilis constitutes a voluminous chap- 
ter, and only generalities can be touched upon 
at this time. Here it is not out of place to 
warn that any type of syphilis of the aged 
is best treated most conservatively. In the 
late stage of syphilis the individualization of 
cases is demanded and mechanized plans, 
such as have been described, have no place. 
First, in the general consideration, is the 
accurate clinical evaluation of the patient 
considered as an individual with a disease. 
A thorough physical examination with prop- 
er laboratory investigation is indispensable. 
The question of complicating diseases must 
be reckoned with and if properly placed and 
diagnosed, these abnormalities will not be 
considered as therapy complications. Since 
syphilis may involve any system of the body 
it is many times proper to have consultation 
with the internist to correctly evaluate the 
condition. 


Syphilis complicated by pregnancy offers 
one of the most brilliant examples where 
proper therapy and diagnosis affords results 
almost unequalled in any field of preventive 
medicine. This has been possible for many 
years and with the addition of penicillin to 
our therapy, better results may be expected. 
A routine investigation of the serology in all 
pregnancies, a close search for treated cases, 
a careful history with a complete physical 
examination will uncover the infection in 
nearly all instances. Since a large majority 
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of cases are in the latent period we have to 
rely on serological findings and history for 
this purpose. When the condition is diagnos- 
ed in the early months of pregnancy the 
treatment recommended is mild therapy to 
avoid Herheimer reaction; then 4,000,000 
units of penicillin with the use of arsenic and 
bismuth conservatively in alternating courses 
through the remainder of the gestation per- 
iod. This plan is extensive but it is safe. 


The management of luetic disease of the 
various systems and organs will be skipped 
with the exception of the most common and 
very important — involvement of the cen- 
tral nervous system. A study of centre] 
nervous system syphilis presents a most fas- 
cinating problem and first in importance in 
this phase of luetic disease is asymptomatic 
neurosyphilis. There is little doubt that man’ 
cases of central nervous system involvement 
in early cases spontaneously reverse their 
fluid findings or are cured by general treat- 
ment. Recessive involvement is always pos- 
sible under these conditions and frequently 
presents a very difficult problem of diagno- 
sis. It will be recalled that this part of the 
course of neurosyphilis is usually slow bu’ 
is a gradual inflammatory process which re- 
mains below the threshold of clinical per- 
ception. It is a clinical observation that sever 
to 15 years are required for it to announc« 
itself. Here the art of practice is many times 
taxed to secure the proper cooperation of 
the apparently well individual. This is ac- 
complished, however, when absolute frank- 
ness is maintained and simple explanations 
are made. Asymptomatic neurosyphilis is 
only diagnosed by an examination of the 
spinal fluid, calling forceful attention to this 
procedure. This condition is the most fre- 
quent complication found in the long period 
of latency and is many times present when 
the blood Wassermann is negative. An in- 
vestigation of latent syphilis is not complete 
without a spinal fluid examination. The old 
mistake of relying on a negative blood Was- 
sermann is too often made. Information ob- 
tained from the examination of the spinal 
fluid is of great prognostic value. The im- 
portance of having this information is ob- 
vious when we are reminded that abnormal- 
ities of the spinal fluid precede by years the 
appearance of clinical neurosyphilis. The pa- 
tient is indeed fortunate who has this infor- 
mation available to the physician charged 
with his care. Once the diagnosis of asymp- 
tomatic neurosyphilis is established the prog- 
nosis and the treatment are found to be 
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affected by many things. The strict individu- 
alization of cases is necessary and the many 
factors which enter into the management of 
the case make a varied program an obliga- 
tion. The spinal fluid findings are of much 
prognostic aid and the prognosis recedes 
with the degree of positivity of these original 
findings. The final outcome must take into 
account other things such as the duration of 
infection, previous treatment, the age of the 
atient, time factors in relation to treatment 
istory and the general physical and nervous 
vckground of the patient. The rule for 
symptomatic neurosyphilis is progression, 
it this is not true of all cases. Asympto- 
‘atic neurosyphilis in elderly patients who 
ive had the disease for many years is strong 
vidence against the statement that late 
»3ymptomatic neurosyphilis usually pro- 
‘esses to clinical neurosyphilis. 

The aim of treatment in asymptomatic 
1 2urosyphilis is prevention of clinical neuro- 
¢ philis and changes for better or worse in 
te spinal fluid are usually used in prognosis 
¢ad as a guide to therapy. The blood Wasser- 
r.ann may be positive or negative, especially 
ii treated cases, and is of little value in 
rianagement. These patients are usually in 
early middle life and their physical condition 
i. good. My usual procedure in therapy is to 
I 
J 
I 
} 
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cepare the case with mild treatment to avoid 

erxheimer reaction. This is usually done by 

nall doses of bismuth, potassium iodide and 
iild use of the arsenicals. The patient is then 
ospitalized, penicillin therapy started, and 

mtinued in combination with fever therapy. 
'yphoid vaccine or malaria are used, typhoid 
vaccine preferably, 4,000,000 units of peni- 
cillin and 10 to 14 fevers constituting the 
usual plan. This is followed by a course of 
arsenicals and bismuth given separately. The 
fluid is rechecked by quantitative tests at 
three, six and nine months’ intervals and the 
results of this are found to be very encour- 
aging. I believe that fever therapy is the most 
effective single form of treatment in asymp- 
tomatic neurosyphilis and there is little doubt 
that the combined method, taking advantage 
of synergistic action, is the best. In conclu- 
cion, it may be stated that spinal fluid im- 
provement is a relative, but not an absolute 
fuarantee against clinical progress, and the 
lack of spinal fluid improvement, and espec- 
ially spinal fluid progression is an extremely 
“rave prognostic sign and portends paren- 
‘hymatous neurosyphilis. Once the central 
ervous system is involved to a degree suf- 
‘cient to present a clinical phase definite 
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types may be recognized. Many divisions are 
possible, but a simple and workable outline 
is as follows: the interstitial type which in- 
volves the supportive structures of the brain 
and spinal cord and the parenchymatous 
which involves true nervous tissue. These 
may be combined and many times are. The 
management of interstitial neurosyphilis is 
conservative and to produce a Herxheimer 
reaction may be fatal. These cases are many 
times found with brain hemorrhage as the 
primary symptom. The aim of treatment is 
to stop progress and to maintain any im- 
provement and treatment usually consists of 
small doses of bismuth, the use of potassium 
iodide late, and the employment of penicillin 
and arsenic according to the degree of im- 
provement. I have found that many of these 
cases do not well tolerate fever therapy. The 
true parenchymatous involvement is usually 
diagnosed by failing general health, mental 
symptoms, persistent headache, altered pu- 
pillary reflexes, or spinal cord symptoms. The 
progress of this type of syphilis is usually 
rapid, and trials at conservative therapy are 
not justified. These patients are many times 
debilitated with loss of weight, a bad blood 
picture, and are nearing a state of nervous 
and physical exhaustion. Any treatment pro- 
gram must take these into account. These 
cases are hospitalized and fever therapy is 
usually started at once, with addition of peni- 
cillin after several days of fever. We are 
many times astonished to note the degree of 
improvement in a once hopeless case. They 
are usually returned to a high per cent of 
their original personal efficiency and rarely 
is any case too advanced to be denied the 
benefit of fever and combined treatments. 

In general conclusion, for the management 
of all types of syphilis, the physician must 
realize that his responsibility is never ended. 
He must remember that in all syphilis, re- 
lapse is the rule and the patient’s only safe- 
guard against recurrence is proper post- 
treatment observation. Much responsibility 
of a medical and social nature is associated 
with the care of the syphilitic and there is 
no doubt that the successful therapist is the 
one who can correctly interpret and corre- 
late these many factors. 
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DR. HALPERT: Cancer of the skin is usually 
of epithelial origin and so is properly termed 
carcinoma. There are a variety of connective 
tissue elements which may also provide the 
origin of a malignant neoplasm and these 
are, of course, sarcomas. Both types of can- 
cer, if recognized early, can be cured. Cura- 
bility depends upon localization. Once distant 
metastases have occurred, treatment can be 
only palliative. The course of the disease 
may be rapid, or slow, depending upon the 
cellular character of the neoplasm. How 
rapid this growth may be is well demon- 
strated in today’s case. Dr. Lain will present 
and analyze the clinical data. He is profes- 
sor emeritus of dermatology and syphilology 
and a pioneer in radiotherapy. He has seen 
and treated more skin diseases than anyone 
else in the state of Oklahoma. We are very 
pleased to have you, sir. 


PROTOCOL 

Patient: E. S. C., white male, age 25, ad- 
mitted August 12, 1946, and January 28, 
1947; died April 2, 1947. 

Chief Complaints: Growth on neck, behind 
ear; loss of weight. 

Present Illness: In May, 1946, the patient 
permitted a barber to remove with an 
escharotic a pigmented mole from the upper 
right portion of the forehead. This process 
took about three weeks, and while it was 
going on, the patient noticed what at first 
appeared to be a pimple in the right neck 
region. It grew rapidly and by late in June 
is looked like a small boil. A physician was 
consulted, and the patient was advised to re- 
turn in a couple of weeks for penicillin treat- 
ment and incision. The patient moved to an- 
other town and, on July 22, 1946, consulted 
another physician who incised the lesion, by 
now three to four cm. in diameter, and ob- 
tained no fluid. For three days the patient 
applied heat with a hot water bottle, with no 
improvement. By August 12, 1946, the lesion 
was 10-12 cm. in diameter and the patient 
was referred to this hospital. The lesion was 
not painful. The patient had lost 12 pounds 


in weight in the three months before ac- 
mission. 

Past and Family History: Essentially nor- 
contributory. 

Physical Examination: On the first ac- 
mission, patient had in the right temporc- 
parietal region a flat, crusted lesion three cm. 
in diameter. On the right side of the neck, 
just behind and below the ear there was a 
mass shaped like a truncated cone with a base 
about 10 cm. in diameter. The center was 
necrotic, and the rest of the mass was soft 
and fluctuant. The posterior cervical lymph 
nodes were enlarged up to 1.5 cm. in di- 
ameter. The axillary nodes were palpable 
on both sides. There was no abnormal pig- 
mentation of the skin. Temperature, pulse, 
and respiration were within normal limits. 
The blood pressure was 114/60. 

Laboratory Data: The urine was yellow, 
cloudy, and alkaline, had a specific gravity 
of 1,010, and contained no albumin, glucose 
or melanin. Microscopic examination reveal- 
ed many bacteria. Blood contained 11.5 Gm. 
per cent hemoglobin; RBC’s numbered 5,- 
350,000 per cu. mm.; the white blood cel! 
count was 18,400 with 82 per cent neutro- 
philes and 18 lymphocytes. The blood N. P. 
N. was 28.7 mgm. per cent, cholesterol 180 
mgm., calcium 7.1 mgm., phosphorus 2.9 
mgm., and total protein 6.1 Gm. per cent 
The Mazzini test of the blood was negative 
On August 12, 1946, a biopsy was made of 
the growth on the neck. On August 12, 1946 
roentgenograms disclosed no pulmonary me- 
tastases, and no abnormal findings in the 
cranium. 

Clinical Course: The patient received ir- 
radiation to the lesions, together with othe 
supportive and palliative treatment. On 
August 16, 1946, it was decided the lesion 
was inoperable since the axillary nodes were 
involved. On September 9, 1946, roentgeno- 
grams disclosed obliteration of the left costo- 
phrenic angles with a localized area of in- 
filtration in the base of the left lung. That 
day he was discharged from the hospital 
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with the neck tumor somewhat reduced in 
size. He was followed in the Out-Patient De- 
partment. On November 27, 1946, a tumor 
on the right forearm just distal to the elbow 
was removed. Roentgenograms disclosed the 
costophrenic angles free and the lung fields 
clear. On January 17, 1947, he complained 
of pain in the right leg, had a lesion on the 
right forehead, and the tumor mass on the 
right forearm had returned. Roentgenograms 
disclosed a circumscribed area of infiltration 
in the left third interspace and in the right 
fifth interspace. There was a circumscribed 
area of decreased bony density in the frontal 
area of the skull, and also in the lower border 
of the acetabulum of the right hip. On Janu- 
ary 28, 1947, he was readmitted to the hos- 
pital. On February 18, 1947, roentgenograms 
of the chest disclosed numerous nodular den- 
sities throughout both lung fields with diffuse 
infiltration of the right lung, more marked 
ia the base. The mediastinum was widened. 
All the lesions continued to increase in size 
and became more painful. The patient de- 
veloped a painful and tender area over the 
right fourth rib lateral to the nipple. He 
became pale, weakness increased and his ap- 
petite failed. He died on April 2, 1947. 


CLINICAL DIAGNOSIS 


DR. LAIN: I sometimes think that I am only 
a freshman in the field of medicine when I 
think of the recent progress made in labora- 
tory diagnosis and other techniques which 
have been highly developed since I was a 
medical student. I am somewhat under a 
handicap today in being expected to confine 
my remarks to the case presented, since I 
did not see the patient. I am reminded of 
the colored preacher who was called on to 
give a funeral address some days after the 
victim had been buried. After speaking for 
a while he realized that he was not reaching 
the height of his intended emotional oratory. 
He could not arouse any cries of anguish or 
weeping groans in his audience. He suddenly 
decided he had best cease talking and in ex- 
planation concluded with the remark, “Broth- 
ers, I just can’t preach a funeral sermon un- 
less I have the carcass before me!” 

In looking over this history I note nothing 
that is unusual about this case as compared 
with many other cases we have had in past 
years in our University Hospital. I even re- 
call the sad death of two or three medical 
students with this type of dynamic malig- 
nancy. In reviewing this history, from the 
beginning to the time of death, I consider 
that this patient lived beyond the average 
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period for one having a malignant melanoma, 
more particularly since the lesion was lo- 
cated on the side of the neck where the 
lymph supply is so abundant. Melanomas are 
first disseminated through the lymphatics as 
tumor emboli, which more or less float 
through the lymph channels. Following in- 
volvement first of lymph nodes, there is even- 
tual spread through the whole lymphatic 
system. During this progressive spread the 
malignant melanotic cells also invade the 
blood vessels and become more rapidly dis- 
seminated until finally death results from an 
overwhelming carcinosis. Several types of 
malignant melanomas can be described. One, 
often called melano-epithelioma, bears re- 
semblance in its structure to epithelium. It 
grows more slowly, and unless it is irritated 
or stimulated, does not metastasize early. 
Another type of melanoma (all of these le- 
sions are nevoid in character) may cause 
pathologists much trouble in that the char- 
acteristic black pigment may be entirely ab- 
sent. These tumors are called amelanotic 
melanomas. This type is also the most diffi- 
cult to diagnose clinically because the lesions 
do not present the characteristic bluish- 
brown color. For this reason, this type of 
tumor is usually inoperable before a diagno- 
sis is made. A third type may be called mel- 
anosarcoma because of the resemblance to 
connective tissue cells. It may be subdermal 
in origin and may become widely dissemi- 
nated even before it is discovered by the pa- 
tient. A review of case records of cases of 
melanomas in this or any other public hos- 
pital will disclose that 80 or 90 per cent of 
the patients have had unwise attempts at 
treatment by a barber or have used some- 
body’s cancer paste before coming to the 
hospital. I regret to say that many case rec- 
ords also reveal that some general practi- 
tioner, who has had but limited experience 
with this treacherous, explosive type of ma- 
lignancy, may have performed improper 
treatment through lack of knowledge. The 
true melanoma may be properly compared to 
a charge of dynamite just waiting for some- 
thing to set it off. The history of this par- 
ticular case is limited, though I can see more 
in its early appearance and growth than is 
recorded here. This man surely had a pig- 
mented mole long before his barber tried to 
remove it. It became irritated by hair cuts 
and daily shaving before the audacious, ig- 
norant barber tried to remove it with a 
chloride of zinc paste. Melanomas may occur 
at any age. Dr. Russo has reported from our 
University Hospital three cases of children 
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having melanomas. Perhaps two of these 
were congenital. Not all of these nevoid le- 
sions are present at birth, but they usually 
develop during childhood or early ’teen age. 
This man must have had some kind of pig- 
mented mole for many years before it be- 
came traumatized and began its rapid 
growth. He came to the hospital a second 
time, then went home and perhaps continued 
to work, then returned a third time because 
of loss of weight and gradual decline of 
strength, a common history of such cases. I 
heard Dr. Adair give a report on cases of 
malignant melanomas which had been seen 
at the Memorial Hospital in New York. He 
said that 80 per cent were inoperable when 
they arrived, and many already had wide me- 
tastases when first examined by staff mem- 
bers. I think that all that could have been 
done for this poor patient after he was first 
admitted was done. He had already passed 
the hope of benefit from radiation or surgery. 


It is proper, I believe, to say a word about 
differential diagnosis by clinical methods 
since this may be of value to the students. 
Superficial melanomas of all malignancies 
are the most easily diagnosed by experienced 
clinicians. The average case of melanoma 
which comes to us in private practice or in 
the hospital first gives a history of having 
had for many months or years a deep brown 
or bluish colored mole or birthmark. There 
is a distinct difference between the appear- 
ance of a melanoma and the ordinary brown 
mole. There may be some borderline cases in 
which differentiation is difficult. The mela- 
noma usually has a deep-bluish or black 
color, not only on the surface, but throughout 
its entire structure. It does not have the ap- 
pearance of an ordinary mole or a sebaceous 
cyst. It is not painful and is without ten- 
dency to bleed. I think you are justified, if 
laboratory work is not available, to puncture 
it with a sharp needle. The true melanoma 
will exude a black, cloudy exudate of powder- 
like granules. The dermatologist’s diascope 
is of value in this kind of lesion. By pressure 
you can differentiate a melanoma from a 
hematoma. Hematomas are soft, follow an 
injury, and develop rapidly. Hematomas on 
the lips are sometimes caused by bruises 
from over-zealous kissing. By pressure with 
the diascope you can press out the venous 
blood of a hematoma and disclose a clear-like 
tissue beneath. Pressure (diascopic) on a 
melanoma reveals black, powder-like specks 
in the firm tumor. Of course,-a biopsy with 
microscopic study is the final word in diag- 
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nosis. It is my personal opinion that trauma 
may stimulate a melanoma to “explode” and 
metastasize widely in 48 to 72 hours. Do not 
take chances on such lesions. Do not tell the 
patient to let it alone until a diagnosis is 
made. Such advice has killed many patients, 
What the doctor means is don’t pick at it or 
injure it in any way. But the patient ofttimes 
thinks he means to go home and forget about 
it. Don’t be satisfied until you can be certain 
whether or not you are dealing with a mela- 
noma, for only in its early stages is a mela- 
noma curable by complete removal with wide 
surgery and thermocautery. 


ANATOMIC DIAGNOSIS 


DR. HALPERT: It is always instructive to 
listen to the voice of experience. Things 
which were immediately evident to Dr. Lain 
in this case may well have puzzled one with 
less experience. 


At necropsy this patient was markedl: 
emaciated ; he weighed only 110 pounds. Mos 
striking were the several cauliflower-like 
tumor nodules present on the skin. These 
varied from cream to reddish brown. One 
such lesion, eight cm. in diameter and ele- 
vated four cm., was over the left forehead 
A slightly larger tumor lay just behind anc 
below the right ear. Smaller nodules were 
seen on the trunk and over the right forearm 
Right axillary lymph nodes were moderately 
enlarged and firm. From the x-ray films 
which you have seen you know that there 
was widespread metastasis involving the 
lungs and skeleton. Several biopsies had been 
made and histologic examination verified the 
clinical impression of malignant melanoma. 
There was approximately 300 cc. of fluid in 
the peritoneal cavity, about 1200 cc. in each 
of the pleural cavities, and 200 cc. in the 
pericardial cavity. This was clear serous 
fluid and probably represented nutritional 
edema. In addition to metastases to the skin, 
which were numerous, there was neoplastic 
involvement of the lungs, and hilar and 
mediastinal lymph nodes. The lungs were 
literally studded with nodules which on the 
cut surfaces were not pigmented, but were 
white. It was largely on the histologic struc- 
ture, rather than the presence of melanin 
pigment, that the diagnosis was made. This 
growth corresponds to the type which Dr. 
Lain termed amelanotic. The lungs were al- 
most symmetrical in their involvement. They 
weighed 1380 grams and this increase 
(normal 650 grams) was almost entirely the 
result of tumor growth. In addition there was 
a single nodule in the liver and one in the 
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pancreas. This limited involvement of the 
liver is unusual because the liver is ordi- 
narily fertile soil for this kind of growth and 
usually presents numerous bulky metastases. 


Dr. Lain has mentioned the cellular origin 
of these growths. -There is slight disagree- 
ment as to preferred nomenclature and their 
exact origin. The important thing to remem- 
ber is that there are cells on the outer and 
inner surfaces of the mesoderm, adjacent to 
the ectoderm and entoderm, which can pro- 
duce this pigment. The cells do not produce 
« colored pigment themselves. The black col- 
cred melanin pigment is formed after con- 
‘act with an enzymatic substance, chemically 
‘lose to the suprarenal secretion, 3:4 dihy- 

roxyphenylalanine. This is called the dopa 
eaction. Melanomas are considered by most 
» be epithelial in origin, but in order not to 
¢rgue whether they are carcinomas or sar- 
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comas, we call them malignant melanomas. 
The cells which produce the melanin pigment 
are called melanoblasts. In the corium there 
are other cells which contain pigment, but 
which are incapable of its production. These 
are called chromatophores. They do not give 
rise to malignant melanomas. 

Our final anatomic diagnosis is: 

Scar of scalp (site of growth removed by 
chemical means) 

Malignant melanoma involving scalp, 
lymph nodes and skin of neck, right, 
lungs, hilar lymph nodes of lungs, liver, 
pancreas and skin of forearm, right 

Emaciation, with ascites, hydrothorax, bi- 
lateral and hydropericardium 

Infarct of spleen 


Decubital ulcers in scapular region, right, 
and hip, left. 
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is the principle serologist at the present time. She is a 
member of the American Public Health Association. Dr. 
Hassler is also a member of the organization. 
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In this issue of the Journal on page 65 is given a summary 
of the Public Relations program of the Association for 1948, and 
which if successful should be continued for the years to come with 
the necessary changes made as needed. Every member should 
familiarize himself with the program as it will call for the sacrifice 
of many members’ time. It is also the program which the raise in 
dues will finance. 


Recent publicity in leading publications and the daily press 
has not been too kind to the medical profession and unless each of 
us individually recognizes our own place in the overall picture, we 
can expect little improvement. 


We as physicians must realize that it is our own conduct with 
our patients that will write the final story. In my opinion there are 
three things we should do both collectively and as individuals. 
1. Work out a plan on the local level for the handling of night and 
emergency calls. 2. Consult with patients concerning their ability 
to pay and make our charges meet their circumstances. 3. Give 
time to the patient when he consults with us. His trouble may be 
minor but to him it is big. The public’s conception of the medical 
profession will always stem from the conduct of the profession as 
it conducts its daily practice. 


Another program of the Association which should have uni- 
versal support of all members is that of the Veterans Home Town 
Medical Program. It is unnecessary to explain the program in detail 
as earlier publicity has accomplished this purpose. I urge each one 
of you to fill out the application card and mail it at once. The 
veteran is entitled to the finest medical care available and only the 
medical profession can answer this demand. Let us do our part. 


<a UE p.0 


President. 
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SUGG CLINIC OPENED AT ADA 


Modern Building, Fine Equipment 
Incorporated in A. R. Sugg Clinic 

Few people set up goals for themselves and succeed 
in reaching these goals in a period of a few decades but 
Alfred R. Sugg, M.D., Ada, did just that thing. 

Dr. Sugg’s main ambitions were — to be a physician, 
to have a nice family and to build a large modern 
clinic. In December, 1947, the last of his three dreams 
was realized as the Sugg Clinic was opened at Ada. 

A urologist and surgeon, he has 27 employes in the 
clinic now but when his first clinic was organized in 
1933, Dr. Sugg and three other physicians, John B. 
Morey, M.D., William G. Peterson, M.D., and E. M. 
Gullatt, M.D., made up the original group. 

When asked for biographical data about himself, Dr. 
Sugg said, ‘‘ All there is of interest is, I simply left the 
farm in Arkansas, squeezed by the final examinations 
and got stranded here while I was looking for a location, 
dug in my cleats, and began to dream and plan this 
place 20 years ago.’’ Dr. Sugg was graduated from the 
University of Arkansas in 1924. 

Other than the four men who were in the original 
clinic, six more have been added and four additional 
staff members have been selected and will be with the 
Sugg Clinic soon. They include one for internal medicine, 
one general practice, one psychiatry and a pathologist. 
The six added since 1933 are E. R. Muntz, M.D., ob- 
stetrics and gynecology; M. L. Lewis, M.D., consultant; 


Waiting Room Second Floor— 
Door into Children’s Playroom 


Waiting Room Main Floor 


Children’s Playroom 
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Doctor’s Consultatior 


George K. Stephens, M.D., pediatrics; Jerry G. Gwin, 
M.D., internal medicine; H. G. Yagol, M.D., x-ray ani 
radium; and Rowe F. Bisbee, M.D. Five of the mer, 
including Dr, Sugg, have been certified by special board 
They are Dr. Peterson, Dr. Morey, Dr. Muntz, and D 
Yagol, and Dr. Stephens has passed his requirements. 


One of the best equipped clinics in the southwest, cost 
of building and equipping the structure was about $325 
000.00. It is three stories high and has a full basemen 
It also has a penthouse on the fourth floor with ai 
conditioning compressors, air conditioning evaporativ: 
condensers, steam boilers and elevator machinery. 

The building provides a main office and drug roo 
at the main entrance stair hall, a waiting room on eac 
floor, a colored waiting room on the first floor, a con 
sultation room and an emergency room with privaiv 
entrance. Separate recovery rooms are provided on the 
second floor for men and women, and a recovery roor 
in the basement adjoins the cystoscopy room. A children’s 
play room adjoins the second floor waiting room whic 
is near the baby and children’s doctors. The walls of th 
play room are decorated with Mickey Mouse and hi 
friends, including Santa Claus, and it also has a cabine 
with counter for the care of children. 

The building has a combination system of summe 
and winter air-conditioning and each floor is a separat 
zone in the heating system. Each floor above the basemen 
is divided into four separate zones for air-conditioning 
Fluorescent lighting is used throughout. Another featur: 
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of the clinic is a dumbwaiter which carries records from 
record room to each floor. It is automatic and can be 
called to any floor and may be sent to any other floor 
The telephone system is a private automatic dial system 
serving also as an intercommunicating system and a 
teletalk system is in operation between the nurse’s 
station and waiting room, and a conduit system has been 
installed for future extension to each doctor’s office in 
case the need arises. 

Housed in a block of eight rooms, the x-ray department 
; unsurpassed in the southwest for the completeness of 
ts equipment, both in x-ray machines and related fur- 
ishings. There is a cystoscopic room with the finest 
able obtainable and with complete x-ray equipment. 

In all, there are five separate x-ray units. These range 
rom a portable machine that can be taken to a patient’s 
ome, to a powerful deep therapy unit for treatment of 
nternal conditions including cancer. 

A combined fluoroscopy and spot film device enable 

physician to take pictures as he wishes and in series 
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if that is desired. Diagnostic x-ray equipment for super- 
ficial therapy, automatic film changing equipment and 
other features making for fast, accurate handling of 
films are a part of the clinic. 


Whirlpool baths, pictured on this page, are also out- 
standing features of Dr. Sugg’s clinic. 





OPEN HOUSE FOR PROFESSION 


A reception and open house for all members of 
the Oklahoma State Medical Association will be 
held at the Sugg Clinic Sunday, February 22 so 
that all members of the profession and related 
professions will have an opportunity to inspect the 
newly constructed clinic. Hours for the reception 
are from 10 A.M. to 5 P.M., Dr. Sugg said in 
issuing the invitation. 














THE MEDICAL SCHOOL 











CALENDAR — FEBRUARY. 1948 

SURGICAL PATHOLOGIC CONFERENCES — Each 
‘uesday 11:00 A.M. to 12:00 Noon. 

MEDICAL CONFERENCES — Each Wednesday 9:00 
\.M. to 10:00 A.M. 

CLINICAL PATHOLOGICAL CONFERENCES — 
tach Thursday 11:00 A.M. to 12:00 Noon. 

TUMOR CLINICS AND CONFERENCES — First 
ind Third Tuesdays (February 3 and 17) 8:00 A.M. to 
1:00 A.M. 

UROLOGICAL PATHOLOGIC CONFERENCE—Sec- 
md Tuesday (February 10) 8:00 A.M. to 9:00 A.M. 

ORTHOPEDIC PATHOLOGICAL CONFERENCE — 
Last Tuesday (February 24) 8:00 A.M. to 9:00 A.M. 

MONTHLY STAFF MEETING Second Friday 
February 13) Dinner, 6:15 P.M. 

RADIOLOGIC CONFERENCE — Fourth Monday 
February 23) 6:45 P.M. to 7:30 P.M. 


Commander Hal Wiggins, (Med ’36), has been as- 
signed by the United States Navy Medical Corps to 
University Hospitals, Oklahoma City, for the year 1948. 
He is to receive specialized training in children’s ortho- 
pedies. 


Fred Dinkler, (Med ’°47), who is interning at St. 
Joseph’s Hospital in St. Paul, Minnesota, was a visitor 
in Oklahoma City during the recent holidays. 


Riley Foster, (Med ’47), and intern in the Montreal 
General Hospital, Montreal, Canada, visited the Medical 
School when he was in Oklahoma City recently. 


Edward M. Fugate, (Med ’47), was in Oklahoma City 
during the Christmas season. Dr. Fugate is now intern- 
ing at Detroit Receiving Hospital, Detroit, Michigan. 


Another recent visitor to the Medical School was Omer 
Burgert, Jr., (Med ’47), who is interning at St. Luke’s 
Hospital in Chicago. 


James K. DeVore, (Med ’47), now at the State of 
Wisconsin Hospital, Madison, Wisconsin, was in the city 
recently. 


Doug Wilson (Med ’47), interning at the Indiana 
University Medical Center, Indianapolis, was a visitor 
at the Medical School during the recent holidays. 


Carl Bailey (Med ’33), has a residency in surgery at 
St. Anthony’s Hospital in Oklahoma City. His offices 
at Stroud, Oklahoma have been taken over by Dr. Ross 
Demos (Med °45) for the time being. 





CLASSIFIED ADS 


FOR SALE: Castle 669 autoclave sterilizer, double 
loor metal ivory tan cabinet, glass windows and glass 
shelves. Used slightly, good condition. Can assure an 
economical saving. Write Key R, care of the Journal. 


FOR SALE: 25 bed hospital in county seat town of 
5000. Possession on closing. Practice well established. 
Write No. 261, care of the Journal. 


FOR SALE. Hospital. 16 beds. 5 bassinets and nurses’ 
home, 8 rooms. Population 20000. Write Key L, care 
of the Journal. 

WANTED. Male or female lab technician. Opening new 
hospital at Hollis, Okla. Salary $225 per month plus 


meals, Jaundry and uniforms. Write, call or wire at once 
to C. N. Talley, M.D., Hollis, Oklahoma. 


WANTED. Nurse anesthetist who can give open ether 
anesthesia for major surgery. Apply to W. K. Walker, 
M.D., c/o Talley Hospital, 501 N. 4th St., Phone 9, 
Marlow, Okla. 


FOR SALE: One Wappler X-ray machine with vertical 
and horizontal fluoroscope in good condition. Price $250; 
must sell at once. Call, write or wire, C. N. Talley, 
M.D., Hollis, Okla. : 
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PRIVINE 


PRIVINE hydrochloride, 0.05 per cent, is sufficiently potent 
to produce long-lasting relief in the average case of 

nasal congestion in patients of all ages. It is therefore the 
Privine preparation of choice for regular prescription purposes. 


Privine hydrochloride, 0.1 per cent, fills the need for an 
agent which will produce the intense vasoconstriction 

° ° ° pes 
frequently necessary for adequate visualization and aes 
for pre- and post-operative shrinkage. It is therefore 2. 
the Privine preparation of choice for direct use in the once 
: uffie 
office or hospital. 
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When properly administered, Privine hydrochloride — 


induces prolonged vasoconstriction with relative freedom ratte 
from local or general side effects. Three drops will ‘oun 
usually produce nasal decongestion lasting 3-6 hours. 

Overdosage should be avoided. 


| Issued :0.05%, bottles of 1 fl.oz. and 16 fl. ozs. + Jelly, 0.05%, tubes of 20 Gm. 
| 0.1%, bottles of 16 fl. ozs. only 


RMACEUTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY 


2 /1328M PRIVINE (brand of naphareline) © Trademark Rog. U.S. Par. Off, 
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GENERAL NEWS 











$20 OF 1948 DUES GOES 
TO PUBLIC RELATIONS WORK 


Have you been wondering where your dues money is 
going during 1948? A new and extensive public relations 

rogram will require $20.00 of each member’s dues. 

hese funds will be administered and expended by the 

tate Medical Association’s public relations committee 
vorking with the members of extensive sub-committees 
appointed throughout the membership so that the ap- 
pointments will be geographically distributed throughout 
the entire state on a councillor district basis. 

Following an intensive study of other state medical 
associations and public relation programs together with 
local evaluation and survey, the public policy committee 
cutlined the recommendations which follow as a public 

‘lations program to be conducted by the state associa 
tion. In order to accomplish the objectives of the pro- 
:ram it is imperative that each member of the association 
cooperate with the publie relations committees to make 

iis unquestionably needed program a success. Question- 
1ires are being mailed out with each 1948 membership 
ird and certificate and it is most important that each 
member take time to analyze the questions presented 
:nd return his expressed opinions as soon as possible. 
he committees are anxious to know the thinking of 
each member and to receive suggestions and comments. 
Only by individual response can the desires of the 
vembership be known and considered. It’s your associ- 
tion! 

Members of the public policy committee are: McClain 
ogers, M.D., Clinton; C. G. Stuard, M.D., Tulsa; John 
’. Burton, M.D., Oklahoma City; C. E. Northeutt, M.D., 
‘onea City; D. H. O’Donoghue, M.D., Oklahoma City; 
). W. Darwin, M.D., Woodward. Sub-committee ap- 
ointments are now being made and will be announced 
on. Below is the public relations program as outlined 
y this committee and accepted by the Council: 

1. Any public relations program directed toward the 
1y public must have certain fundamental principles 
s a basis of operation. The program must have public 
ippeal, render a service, be sound in its claims and 
epresentations and have a definite goal. 

2. The newspaper advertising program has had these 
onceptions in its promotion but such campaign is not 
ufficient in itself. It must be augmented by additional 
types of public contact and with a greater degree of 
professional participation at the local level. 

3. Your Public Policy Committee has studied these 
natters and has certain recommendations to make to the 
‘ouncil. These recommendations are as follows: 

A. That the Public Policy Committee be authorized 
o extend its work through certain sub-committees to be 
ippointed by the President and to serve at his pleasure. 
[he sub-committees to be as follows: Newspaper Ad- 
vertising; Radio; Awards and Contests; Cinema; Public 
Speaking; Professional Relations. It is felt that if these 
‘ommittees can be appointed and will function, an over- 
ill public relations program can be appointed and will 
function, an overall public relations program can be 
leveloped that will have an outstanding effect within 
the State of Oklahoma. 

Your Committee feels that it must impress the Council 
with the fact that this activity of the Association given 
his added impetus will call for a great deal of sacrifice 
m the part of the membership of the committees and 


for this reason their makeup must be given careful con 
sideration. Your Committee asks that the members of 
the Council be asked to carefully screen all members 
of the Association in their District and to select from 
five to 10 members who can be called upon to give of 
their time and abilities. Your Committee also is of the 
opinion that the younger men should have definite con 
sideration for these Committee assignments. 


B. Your Committee would like to report in synopsis 
form some of its ideas as to the duties of these sub 
committees in their respective fields: 


NEWSPAPER ADVERTISING: This medium of pub 
lie relations has already been established over the years. 
Yet the selection of topics for presentation and the text 
of the presentation calls for careful and mature thinking. 
The present program reaches a reading public of ap 
proximately 1,250,000 through 138 weekly and daily 
papers. In addition to the paid monthly ads it is the 
opinion of your Committee that a weekly or bi-weekly 
news release should be made from the Executive Office. 
These releases should cover subjects such as public 
health, advances in medical sciences, preventive health 
hints, ete. This latter will be of little if any cost other 
than mimeographing and mailing. 

RADIO: This great field of public contact has yet to 
be tapped in Oklahoma, however, the State Medical So- 
ciety of Michigan has had great success in this field 
and your Committee recommends that the program for 
Oklahoma be patterned after that of Michigan. 


Today in Oklahoma there are 20 radio stations repre- 
senting 14 different cities with a potential listening 
audience in excess of the total population of the state 
due to the fact that radio is not a respector of state lines. 


Your Committee is of the opinion that radio programs 
having Oklahoma State Medical Association participation 
ean be put on the majority of these stations at relatively 
little cost to the Association probably not to exceed 
$1,000.00 and to run for one year. This, of course, means 
that the programs must have local sponsorship to pay 
for the radio time. At the present time an effort is being 
made to start such a program in Oklahoma City through 
Station KOCY on an experimental basis. 

The Michigan Medical Society has produced a year’s 
series of three minute broadcasts which the Association 
ean purchase at a cost of approximately six dollars per 
week. These same programs can be utilized on all stations 
sponsoring the program on a staggered basis. Your 
Committee is of the further opinion that the sub-commit- 
tee on radio work should develop live programs that 
could be broadcast locally, using members of the County 
Societies and leading lay persons such as P.T.A., Ameri- 
ean Legion, Church, etc., representatives in discussions 
of current health topics of general interest. The work 
of this Committee obviously would entail a great deal of 
research and work over and above the lay help that 
could be given by the Executive Office. Your Committee 
would recommend that an exhaustive search be made for 
a well qualified member of the Association interested in 
this type of work to head this Committee. 


C. AWARDS, CONTESTS, AND LITERATURE: 
Your Committee is of the opinion that this type of 
public relations has a limitation on its value, however, 
among a certain segment of the population there is 
definite appeal. Consideration of the fields into which 
this sub-committee could enter are many and varied and 





‘ount) 
‘ntire 
8U] 


‘\ 
ae" THE PHARMACEUTICAL PROFESSION 


7 ( entio1 

SEY Louse 
ettins 
vork | 
eight 
f the 
nittee 


+ DORSEY 











February, 1948 


cover such activities as State and County Fairs, Grade, 
High School and College Essay Contests, Orations on 
Health subjects and the preparation of health literature 
that could be distributed through lay organizations such 
as Blue Cross, O.P.8., Labor groups, Farm organizations, 
Women’s and Men’s Clubs, ete. 


D. PUBLIC SPEAKING: This activity in public 
relations is of tremendous value only if well done and 
properly sponsored and presented. Taking a realistic 
attitude we must admit that few doctors of medicine 
have an inclination to this field of public service or the 
time and facilities for proper research. It would be your 
Committee’s recommendation that a sub-committee work- 
ing in this field should prepare a small number of talks 
on current health subjects that in turn could be given 
to selected members of the Association geographically 
eated over the State, who, in turn would be willing 
) give of their time in appearing before lay audiences 
| their respective areas. The greatest danger that is 
inherent in public speaking is the ability of the speaker 
) cope with questions from an audience and the giving 
f press interviews. Your Committee would recommend 
; a starting point the preparing of a minimum of four 
ereeches covering the following subjects: Socialized 
liedicine; Prepaid Hospital and Medical Care Plans; 
dvancements in Medicine; and Public Health Prob- 
ms. Your Committee would repeat that proper personnel 
) do this phase of public relations is perhaps the most 
cifficult phase. 


E. PROFESSIONAL RELATIONS: There is prob- 
bly no field of public relations more important to the 
iedical profession than the every day contact the pro- 
ssion makes with the public. By the same token this 
phase is one of the most sadly neglected. Your Com- 
riittee feels that the profession would do well to study 

s conduct in this field. Your Committee would suggest 
1at a sub-committee promoting this phase of public 
‘lations would do well to study and promote activity 
1 the following subjects. Office management, this to 
clude the proper training of office assistants, etc.; 
Office physical appointments; Rendering of bills — turn- 
ig of accounts to collection agencies; Public service on 
ivic committees, etc.; House and County calls, ete. 
flere again is the problem of study and proper presen- 
tation. 

F. VISUAL EDUCATION: The use of movies either 
silent or sound for educational purposes has taken a 
prominent place in the field of public relations. Few 
chools are now without proper equipment and very few 
communities cannot produce projection equipment from 
ome source. While the production of original script 
would no doubt be too costly and outside the ability 
f the Association, there, nevertheless, is a wealth of 
such material available from the A.M.A., U.S.P.HLS., 
Cancer Society and such organizations. The sub commit- 
ee on visual education would be responsible for screening 
vailable material and its promotion. 

G. WOMEN’S AUXILIARY: During the past two 
ears the Auxiliary in Oklahoma has made rapid progress 
ind today is in the process of organizing additional 
‘ounty units. The Auxiliary should be brought into this 
tire public relations program. 

SUMMARY: Your Committee would call to the at- 
ention of the Council that following the action of the 
House of Delegates in raising the dues $20.00 and the 
vetting aside of this raise will be for public relations 
work and will give the Public Policy Committee in the 
neighborhood of $25,000.00 a year on which to operate. 
f the Council adopts this recommendation your Com- 
mittee feels that at a future date after the sub-commit- 
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tees have met and considered their problems that each 
sub-committee should draw up an operating budget and 
the Council in turn should authorize an appropriation to 
each sub-committee. Obviously this recommendation if 
adopted will call for a tremendous amount of work on 
the part of the Executive Office and consideration will 
probably have to be given to an analysis of the present 
work of that office for possible curtailment of some 
present activities. 


NUMBER OF WOMEN IN VA 
HOSPITALS INCREASES 


The number of women veteran-patients in Veterans 
Administration hospitals has nearly doubled during the 
past 15 months it was reported by Dr. C. H. Beasley, 
director of VA medical service for the Arkansas, Kansas, 
Missouri and Oklahoma branch area. 

Tuberculosis claimed the highest number of women 
veterans with psychotics, other neuropsychiatric disor 
ders, general medical and surgical patients ranking in 
that order. Women veterans are eligible for the same 
medical care as male veterans. They are granted out- 
patient treatment and hospitalization in VA hospitals 
for service-connected disabilities and also for non-service 
connected ailments, providing a bed is available. 








ILLINOIS SETS UP LOAN PLAN 
TO TRAIN COUNTRY DOCTORS 


A plan has been inaugurated in Illinois to finance 
medical education for farm boys to increase the supply 
of doctors in rural areas, it was announced by the 
Illinois State Medical society and the Illinois Agricul- 
tural association, co-sponsors of the plan. 

The medical training plan is based on a fund to be 
established by a contribution of $5,000 each by the two 
organizations. The $10,000 total will then serve as a 
revolving loan bank from which loans will be made to 
accepted medical students at the rate of $1,000 a year 
to a maximum of $5,000 per student. 

Students seeking loans under the plan must conform 
to certain requirements with the principal condition 
being that each must agree to return to a town of less 
than 5,000 population (the smaller the better) in his 
home county and practice general medicine, not a spec- 
ialty. 


ONE OUT OF THREE AMERICANS 
HAVE HEALTH INSURANCE 


One person in three now carries voluntary health in- 
surance according to facts recently released by ‘‘Insur- 
ance Economics Surveys,’’ which is a monthly review 
of the social security scene prepared by the Insurance 
Economies Society of America. 

Total enrollments reported by all voluntary health 
plans — commercial and non profit, group and individual 
— top the 61 million mark, the publication states. Even 
a liberal allowance for overlapping still leads to the 
conclusion that about one American in every three now 
has some form of insurance against sickness costs. 





‘*Insurance Economics Surveys’’ attribute this to the 
change in the average citizen’s social position and the 
fact that many have moved from small communities to 
larger cities where they are not so close to their daily 
bread. Illness spelled economic calamity unless some 
pool could be tapped as individual budgeting proved 
inadequate. 
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RETURN OF CARDS URGED FOR 
HOME TOWN MEDICAL PROGRAM 


All members of the Oklahoma State Medical Associa- 
tion are urged to return their cards on the Veterans 
Home Town Medical Care Program so that it will facili- 
tate actual operation of the program as soon as possible. 
February 15 has been set as the deadline for all cards 
to be returned. 


Instructions and application cards were mailed out 
the first of January to all members of the Association 
and by our February Journal deadline date approximate- 
ly 400 of these had been returned. Of these, 195 indi- 
cated they want to do general work and 198 indicated 
various specialties as their preference. It is important 
that every physician participate in this program so that 
coverage from the entire state may be obtained. The 
program will not go into operation until all sections of 
the state are represented. 


The program is designed so that veterans can receive 
the best medical care possible in their home town for 
service connected disabilities. All physicians’ fees are 
paid by the Veterans Administration if prior authori- 
zation has been obtained. 


The state has been divided into two regional districts 
with Muskogee serving Osage, Pawnee, Creek, Okfuskee, 
Hughes, Coal, Atoka, and Bryan counties and the re- 
mainder of the counties east. Oklahoma City is the 
regional office serving all counties west. 





TULSA BOARD OF EDUCATION 
ADOPTS HEALTH INSURANCE 


Tulsa’s Board of Education in a special session Janu- 
ary 14, 1948, adopted a plan of prepaid health insurance 
for board employes. Delaying previous approval was 
the filing of a suit by Layne Perry, osteopath, who had 
alleged that an adoption of the Blue Cross Hospital 
plan would discriminate against members of his pro- 
fession. The suit was dropped after consultation with 
the board when they provided an option for employes 
to select other types of insurance if desired. 


The Blue Cross program provides for payments totaling 
$10,955.60 each three months for approximately 16,000 
employes. 


It is anticipated that a majority of school board em- 
ployes will select the Blue Cross program but they may 
select other insurance providing the benefits under the 
other plans are substantially equivalent to Blue Cross 
and cost no more. 





THIRTY-ONE BEDS ARE RE-OPENED 
AT UNIVERSITY HOSPITAL 


On January 20, 1948, a group of 31 beds were opened 
at the University Hospital. These beds are for surgical 
patients. This is the first group of beds to be reopened 
since the shut-down due to insufficient funds in the spring 
of 1946. 


At the January meeting, the faculty adopted the 
recommendations of a special committee appointed to 
study changes in departmental administration. Under the 
new plan each clinical department will operate under a 
chairman who is selected by the deans and the advisory 
board from nominations submitted by department mem- 
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bers. The chairman will serve for a two-year period and 
may succeed himself. A vice-chairman will be selected 
a similar method. Each department will meet at least 
once a month and will report each meeting to the associ- 
ate dean of faculty, and at these meetings will consider 
problems of curriculum, clerkship, intern and resident 
training and other departmental business. Departments 
will make recommendations as to new appointments, and 
promotion; these recommendations wil] be based on sery 
ice, ability, accomplishment and tenure. 

A tumor clinic was opened late in January at the 
University Hospitals under the direction of Henry G 
Bennett, Jr., M.D., Oklahoma City. Money for operation 
of the clinic is being furnished by the Oklahoma Division 
of the American Cancer Society and the Cancer Division 
of the Oklahoma State Health Department. The Schoo! 
of Medicine will furnish consultants, personnel and space 
for the tumor clinic. This clinic will coordinate th« 
activities of all hospital departments in the diagnosis 
treatment and study of all cancer patients referred t 
the University Hospital. Plans are being made for setting 
up a similar clinic in Tulsa at St. John’s Hospital. 

Plans are underway for a thorough revision of al! 
graduate education and research at the School of Medi 
cine. At present a Master of Science degree is offere: 
in each of the basic sciences. It is hoped to extenc 
graduate work for the master’s degree to the clinica 
fields. 

The building program consisting of a new nursing 
home, an additional wing, and power-house addition are 
well along toward completion. Occupancy of the nursing 
home and hospital wing are expected within two months 
Physical improvements and a reorganization of present 
facilities are being made in the outpatient department 
which will permit a more efficient handling of patients. 


MEDICAL SERVICE SOCIETY 
TO ASSIST O.S.M.A. 


A committee was appointed to investigate projects 
pertaining to service to the medical profession that could 
be carried out by the Oklahoma City chapter of the 
Medical Service Society at the regular meeting of the 
group held in Oklahoma City in January. 

The Medical Service Society is an organization of 
detail men representing pharmaceutical houses. W. W. 
Rucks, Jr., M.D., president of the Oklahoma County 
Medical Society, has been selected as honorary medical 
sponsor of the group. Officers of the society for 1948 
are Frank Cotten, president, G. D. Searle and Co.; 
Sam Mays, vice-president, William S. Merrill and Co.; 
H. G. Archerd, treasurer, Burrows-Wellcome and Co.; 
and Sam Wilson, secretary, E. R. Squibb and Co. 

In addition to other business at the meeting, the 
Medical Service Society pledged $1,000.00 to the Okla- 
homa Medical Research Foundation. Reprints of adver- 
tising and publicity sent out by the OSMA are also 
distributed to doctors’ offices, hospitals, and drug stores 
as a project of the society. 








ENGAGEMENT ANNOUNCED 


The engagement of Russel L. Kuntz, M.D., 224 
W. Cherokee St., Nowata, Oklahoma, and Mrs. 
Helen Gudgel, 405 Seneca St., Bartlesville, Okla- 
homa, is announced. 

The wedding will take place in early spring and 
the couple is planning a wedding trip in Texas 
and Louisiana. 
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formulac 





Whar is Formutac Infant Food? It is a concentrated milk con- 
taining all the vitamins and minerals a normal, growing baby is 
known to need. Incorporating the vitamins into the milk itself 
lessens the risk of error in supplementary administration. 


© For further information 
about FORMULAC, drop a card 
. ; : * : to National Dairy Products 
Formuac contains vitamins of the B complex, Vitamin C Company, Inc., 230 Park Ave- 
in stabilized form, Vitamin D (800 U.S.P. units), copper, man- aoe, tow Yak &, & & 
ganese, and easily assimilated ferric lactate. No carbohydrate 
has been added. 

ForMu ac is in convenient liquid form, for easy preparation. 
The addition of carbohydrate—in the type and amount the indi- 
viduai child needs—creates a complete infant diet. Formurac 
is used successfully both in normal and in difficult feeding cases. 


Formu ac has been clinically tested and proved. It is pro- 
moted ethically. A product of National Dairy Research, it is : pane —_ 
available at grocery and drug stores everywhere, priced within ak “ 
range of even low budgets. .. . 











DISTRIBUTED BY KRAFT FOODS COMPANY 


NATIONAL DAIRY PRODUCTS COMPANY, INC. 
NEW YORK, N. Y. 
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OKLAHOMA MEDICAL RESEARCH 
FOUNDATION GIFTS GROW 


In the pledge report for the year 1947 issued on De- 
cember 31 by the Oklahoma Medical Research Foundation 
the doctors of medicine were still $96,900 short of their 
goal. Quota set up for the physicians of the state for 
the soon-to-be-constructed $3,000,000 Research Founda- 
tion is $525,000. 

Total number of doctors who contributed to the foun- 
dation according to the end of the year report was 449. 

Among the other groups listed in the pledge repert 
and the amounts they contributed in 1947 and the total 
amount pledged are: dentists, $7,755 of their goal of 
$255,000; pharmacists, $43,895 of their goal of $300,000; 
nurses, $13,802 of their goal of $50,000, and general, 
$672,452 of the $870,000 goal. 


THERAPEUTIC ABORTION 
LEGALITY IS CLARIFIED 


In answer to a request: for information ‘‘is thera- 
peutic abortion legal?’’ the following has been issued 
as an interpretation of the statutes of Oklahoma rela- 
tive to this question by the attorney for the State Board 
of Medical Examiners: 

Title 21, O.S. 1941, Sections 713, 714 and 861: 

**713. Killing an unborn quick child. The wilful 
killing of an unborn quick child by any injury committed 
upon the person of the mother of such child, and not 
prohibited in the next following section, is manslaughter 
in the first degree. 

‘*714. Procuring destruction of unborn child. Every 
person who administers to any woman pregnant with a 
quick child, or who prescribes for such woman, or advises 
or procures any such woman to take any medicine, drug 
or substance whatever, or who uses or employs any instru- 
ment or other means with intent thereby to destroy 
such child, unless the same shall have been necessary 
to preserve the life of such mother, is guilty in case the 
death of the child or of the mother is thereby produced, 
of manslaughter in the first degree. 
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‘*861. Procuring an abortion. Every person who ad- 
ministers to any pregnant woman, or who prescribes for 
any such woman, or advises or procures any such woman 
to take any medicine, drug or substance, or uses or 
employes any instrument, or other means whatever, with 
intent thereby to proctre the miscarriage of such woman, 
unless the same is necessary to preserve her life, is 
punishable by imprisonment in the penitentiary not ex- 
ceeding three years, or in a county jail not exceeding 
one year.’’ 

Since the above is a negative provision, it is always 
advisable (although not absolutely necessary) for any 
doctor before performing a therapeutic abortion to hold 
consultation with at least one other doctor or preferably 
more and obtain their affirmative opinion that the abor- 
tion is necessary to preserve the life of the mother. 


PUBLIC RELATIONS MAN 
NAMED BY AMA 


Serving as assistant in charge of public relations t 
George F. Lull, M.D., Secretary and General Manage 
of the A.M.A., Lawrence W. Rember assumed his dutie 
during December. 

Rember formerly directed public relations for the Blu 
Cross plan commission of the American Hospital As 
sociation and the 17-state midwestern area of the Ameri 
ean National Red Cross. He has served as assistan 
general manager of the public relations nutrition re 
search agency of three billion dollar food industry, rep 
resenting 28 national and regional trade associations. He 
worked with a newspaper five years and an advertising 
agency two years. 

He graduated ‘‘Cum Laude’’ from the University of 
Wisconsin and Northwestern University, obtaining hier 
bachelor of arts degree from the former and his master 
of science from the latter. He specialized in journalism 
and commerce, and supplemented this education by 
teaching journalism and advertising at the University 
of Georgia. He is a member of the national association 
of Public Relations Counsel, Sigma Delta Chi, honorary 
journalism fraternity, and the Headline Club of Chicago. 


CONTRIBUTIONS ASKED 

February, 1948, has been set as the month in which 
the American people will be asked to contribute to the 
AOA-UAC (American Overseas Aid-United Nations Ap- 
peal for Children). Contributions will provide the follow- 
ing services: food, medical care, medicines, clothing, 
shelter, rehabilitation, education, training of workers 
in emergency fields. National Headquarters are at 39 
Broadway, New York 5, New York. Goal for the month 
of February has been set at $60,000,000. 














COMMERCE TRUST BUILDING 





THIRTY YEARS OF EXPERIENCE 


Collection service for Physicians Exclusively — All funds paid direct from debtor to Phy- 


sician by our method — strictly confidential — best references — efficient organization. 


Write for Particulars. 


Reading & Smith Service Bureau 


KANSAS CITY 6, MO. 
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CONTAMINATION TEST of penicillin AAR ee il } 3 
broth—one of the 138 separate fests Wego a € ear 
carried out by Abbott in the production : 
of dependable penicillin. Tubes of sterile , 
nutrient are inoculated with samples of as 

broth from the fermentation tanks and - Fo r bette r 
then incubated. Broth contaminated by a 
bacteria turns cloudy; noncontaminated : ° effe 
broth remains clear. Besides bacteria, | penicillin 
other invaders to guard against are 
yeasts and wild molds. Some contami- 
nants merely use up nutrients and re- 
duce penicillin yield; others—such as 
the gram negative bacteria of the coli- 
form group—produce penicillinase, 
which destroys the penicillin in the broth. 




















Penicillin mold, new growth, 


Clear, sterile broth, 


Tests and more tests—138 in all—make Penicillin Abbott a product 
you can use with confidence. These 138 separate Abbott tests— 
exclusive of those made by the Food and Drug Administration— 
guerd the product through tanks, filters, dryers, filling machines 

and other stages. Besides checking on contamination, the 138 

tests cover potency, sterility, pyrogens, toxicity, G content#heat 
stability, pH, moisture, weight, solubility and crystallinity. 

They are your assurance that Penicillin Abbott—whether in 
cartridges, vials, tablets, troches or ointments—is absolutely 
dependable. Your pharmacist has Abbott ‘Penicillin Products in stock 


and will be pleased to fill your needs. For descriptive literature, 


just send a card to ABBOTT LABORATORIES, North Chicago, Illinois. 


Shecyy abbot penicittin propucts 








JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 


February, 1948 


ANNOUNCEMENTS 











PHYSICAL MEDICINE COURSE 
TO BE HELD IN TEXAS 


Physicians, hospital administrators and qualified phy- 
sical and occupational therapy technicians are also invited 
to attend a course in physical medicine and rehabilitation 
of to be held March 1-5 at the University of Texas 
Medical Branch, Galveston, Texas. 

The course will include instruction in the theory and 
technic of application of the various physical agents, 
and will emphasize the practical clinical aspects to 
physical medicine as well as recent development in this 
field. Demonstrations and motion pictures will also be 
given. For further information regarding the course 
write W. A. Selle, M.D., Director of Postgraduate Course 
in Physical Medicine, University of Texas, Medical 
Branch. 


CIVILIAN PHYSICIANS MAY NOW 
BECOME COMMISSIONED OFFICERS 


Civilian doctors may now become commissioned officers 
in the regular navy, provided they meet the professional 
and physical qualifications contained in public law 365, 
80th Congress, title II. This law is unique in that it 
does away with, for the first time, the age limitation 
of 32 years of age and permits physicians in civilian 
practice to enter the navy and be commissioned with the 
rank up to and including captain. 

In order to make application a physician must be a 
citizen of the United States, a graduate from a class 
‘*A’? medical school and have served at least one year’s 
internship in an approved hospital. Candidates will then 
be judged on a number of other qualifications. 


HEALTH DEPARTMENT 
HAS OPENINGS 


Several openings with opportunities for advancement 
as directors of full time local health departments in 
Oklahoma have been announced by the State Department 
of Health. Starting salary is $500 a month plus earned 
travel and after one or two years’ service, medical 
officers are eligible for a year’s scholarship at one of 
the schools of public health at three-fourths salary plus 
tuition. 

Work is primarily administrative in nature including 
activities such as acute communicable disease control, 
tuberculosis control, venereal disease control, the con- 
ducting of maternity and of child health conference 








and school health services and the supervision of sani- 
tation activities, milk control and restaurant sanitation. 

Any physician who would like to have a position with 
the health department on July 1 or earlier is asked to 
contact G. F. Mathews, M.D., Commissioner of Health, 
State Department of Health, 3400 North Eastern, Okla- 
homa City 5, Okla. 


POSTGRADUATE COURSE IN 
CHEST DISEASES SLATED 


The American College of Chest Physicians, Pennsy 
vania chapter, and the Laennec society of Philadelphis 
are sponsoring a postgraduate course in diseases of the 
chest to be held during the week of March 15-20, 1948, 
at the Warwick hotel, Philadelphia. Emphasis in this 
course will be placed on the newer developments in ail 
aspects of diagnosis and treatment of diseases of ths 
chest. Further information may be secured from the 
office of the American College of Chest Physicians, 500 
North Dearborn St., Chicago 10, Illinois. 


25 YEARS AGO 


Okmulgee County Medical Society at the last Januar, 
meeting formed plans to have a club room and medica 
library. The meeting was the annual ‘‘get together’’ 
affair of the society. The viands for the occasion were 
provided by Drs. W. W. Stark, W. C. Vernon and L. E 
Torrance. The twenty-one physicians present heard +: 
radio program after the meeting. 








Dr. G. 8. Baxter, of Shawnee, has just completed « 
handsome new residence ‘‘out on Broadway’’ and i 
now living therein. 


Dr. H. E. Huston, Cherokee, has moved to Watonga 


Dr. Robert S. Love, Oklahoma City, claims to be the 
champion victim in a contest when it comes to who lost 
most. Recently, while attending a banquet, thieves drilled 
through his locked car door and stole more than $6,000 
worth of radium. Four days later they finished their 
operations by stealing the car. 


Dr. J. E. Arrington, Frederick, has been appointed 
health officer for Tillman County. 


Dr. W. T. Mayfield, Norman, and Miss Delores Burrell, 
Santa Anna, California, were married in January. 








216 S. Market 


FRED R. COZART 


2437 N.W. 36th Terrace 
Oklahoma City, Oklahoma 


Phone 9-756] 





MID-WEST SURGICAL SUPPLY CO., INC. 


Wichita, Kansas 


Phone 3-3562 
SALES AND SERVICE 


“Soliciting The Medical Profession Exclusively” 


N. W. COZART 
302 W. Lockheed 
Oklahoma City 10, Oklahoma 
Phone 2-2959 
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Polyclinic’s Well-Equipped and Efficiently-Stafed Laboratory 


EXACTING WORK MARKS 
POLYCLINIC LABORATORY 


An efficiently staffed and thoroughly equipped laboratory is some- 


thing which every physician requires of his hospital. At Polyclinic 


every care is taken to meet the most exacting demands. 


Physicians who practice here find satisfaction in the dependability 
of laboratory findings. Blood chemistry, blood typing and match- 
ing are an important part of Polyclinic’s laboratory studies and 


meticulous attention to every detail marks the routine laboratory 


work. 


POLYCLINIC HOSPITAL 


THIRTEENTH and ROBINSON OKLAHOMA CITY 





MARVIN E. STOUT, M.D. 
Owner 
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BOOK REVIEWS 











THE TREATMENT OF DIABETES MELLITUS. El- 
liott P. Joslin, A.M., M.D., Se.D. Eighth edition. 861 
pages, illustrated. Price $10.00. Philadelphia: Lea and 
Febriger, 1946. 

The eighth edition of Joslin’s textbook on the treat- 
ment of diabetes remains, more than ever, the medical 
profession’s bible on this disease. This book, published 
during the 25th anniversary of the discovery of insulin, 
is encyclopedic in its scope and contains a storehouse of 
facts on all aspects of the diabetic problem. 

The chapters on treatment are written in simple, 
logical, and easily followed language. These chapters are 
divided into three categories: The first is devoted to 
those patients who can be handled in the physician’s 
office. The second is for those who need readjustment 
or inauguration of treatment in nursing homes or less 
expensive hospital beds. The third is for those with com- 
plications who require hospital care. The problem of diet 
is made simple so that they can be calculated with ease. 
The book is as valuable to the general practitioner as it 
is to the internist who specializes in this disease. 

Dr. Joslin’s long experience, covering 48 years, and 
the handling of some 29,000 diabetics entitles him to the 
expression of dogmatic views. The reader cannot help 
but be impressed though with the exhaustive number of 
quotations and the references of other workers whose 
viewpoint, though a conflicting one, has been so sincerely 
quoted and respected. This attitude gives to the book a 
broadness of viewpoint and expression which many other 
textbooks lack. 

The life expectancy of diabetics has risen from 44 to 
64 years. With this increase in life span the diabetic 
finds himself subject to a multitude of complications. 
These complications are taken up one by one, a chapter 
being devoted to each. To accomplish this, the senior 
author has called upon his well-known specialist associ- 
ates, Drs. Root, Marble, White and Bailey. 

Every physician who is called upon to treat diabetes 
should have this book in his own or a readily available 
library for reference—A. W. Wallace, M.D. 


CANCER DIAGNOSIS, TREATMENT AND PROGNO- 
SIS. Lauren V. Ackerman, M.D., and Juan A. del 
Regato, M.D. 1115 pages. 745 text illustrations and 
42 color reproductions. C. V. Mosby Company. St. 
Louis, Mo, 1947. Price $20.00. 

[I believe that this is the most concise and best written 
text on the subject of cancer available today. It is 
unique in its method of presentation in that the subject 
of cancer is covered thoroughly from present day re- 
search problems to the latest therapy. It is a book that 
every member of the medical profession should have 
regardless of the phase of cancer in which he might be 
interested. The pathologist is at a disadvantage without 
the knowledge of the clinical aspects of cancer, and the 
clinician is at a disadvantage without the knowledge of 
pathology. This text brings the entire problem of cancer 
together for the mutual benefit of all fields. 


The first portion of this book deals with the problem 
of cancer in general. This includes research, pathology, 
and the various methods of therapy. The second portion 
of this book deals with the problem of cancer by systems. 
Each system is covered methodically in the following 
order: anatomy, incidence, etiology, gross and micro- 
scopic pathology, clinical evolution, diagnosis, differen- 
tial diagnosis, treatment, and prognosis. 

This text reads like a storybook and the 745 illustra- 
tions and 42 color plates are large and excellent. Detai!s 
of therapeutic techniques which are of interest to only 
the informed specialist are omitted. The treatmen‘s 
which may be considered are discussed and the treatment 
of choice is stressed. The opinions presented are not just 
those of the two authors but are the general opinions of 
outstanding specialists in cancer over the country. A very 
ample bibliography is presented at the end of each chap- 
ter. 

I feel that this book is the finest presentation on 
cancer available at this time and that it should be in 
the library of every doctor who sees cancer in any of 
its aspects.—Everett B. Neff, M.D. 


TEXTBOOK OF CLINICAL NEUROLOGY. 
Wechsler, M.D., Sixth edition. 829 pages. 162 illu 


trations. Philadelphia and London. W. B. Saunders 


Company, 1947. Price $8.50. 


This sixth edition of Wechsler’s Clinical Neurolog 


comes out some 20 years after the first edition of the 


textbook, and some four years following the fifth editior 
This is still the same sound neurological textbook tha 
it has always been, with additions made to cover more 
recent advances in the treatment of certain neurologica 


diseases. In addition, the chapter on psychometric tests 


has been rewritten and changed to ‘‘ Psychological Diag 


noses. ’’ 


Several new illustrations have been added to replac 
the older ones, and new references have been added. 

This is an excellent presentation of clinical neurology 
for the medical student and the practicing physician.— 
Jess D. Herrmann, M.D. 





ANNUAL MEETING 
May 17-19, 1948 
Skirvin Hotel 


Oklahoma City, Oklahoma 











EYELID DERMATITIS 


Frequent symptom 
nall lacquer allergy 


of women who could wear no other 


~ at Chew AR-EX HYPO-ALLERGENIC NAIL POLISH 
‘ In clinical tests proved SAFE for 98% 


Oe EXCLUSIVELY BY 


Febru: 


polish used. 


At last, a nail polish for your allergic patients. 
In 7 lustrous shades. Send for clinical resume 


AR-EX COSMETICS, INC. 1036 W. VAN BUREN ST.. CHICAGO 7, ILL 
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was well ahead of his time, for physicians of his day 

knew little of the function of the heart or the 

treatment of its diseases, although da Vinci's 

knowledge of such anatomy was extensive. 
Physicians of today prescribe 


SEARLE AMINOPHYLLIN* 


—a modern treatment for congestive heart failure, 
bronchial asthma, paroxysmal dyspnea and 
Cheyne-Stokes respiration. SEARLE 
Supplied for oral, parenteral and rectal use. 
G. D. Searle & Co., Chicago 80, Illinois. RESEARCH 
IN THE SERVICE 


OF MEDICINE 

*Searle Aminophyllin contains 

at least 80% of anhydrous theophylline. _ 
) 
A 


mom 
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MERCURIAL 
DIVRESIS 


Although mercurial diuretics are most active on 
parenteral injection, oral administration of Salyrgan- 
Theophylline tablets is usually quite satisfactory. The 
method is of distinct value when injections are imprac- 
ticable, as well as when the frequency of injections is 
to be reduced. Average dose: 5 tablets after breakfast 
once a week, or 1 tablet three or four times daily on 
two successive days of the week. 


SALYRGAN-THEOPHYLLINE 


Brand of Mersalyl and Theophylline 


ye Bottles of 25, 100, 500 
and 1000 tablets. 


rene Also for injection— 
<\Citbb-nc. ampuls of 1 cc. and 2 cc. 
New YorK 13, N.Y. Winosor, ONT. 


formerly conducted by Winthrop Chemical Company, Inc. 
ot taal teas 0 Olean wer ons Geis te 
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HAVE YOU HEARD? 











\t a recent meeting of the Elk City chamber of com- 
merce reports were given by various committees. Among 
those reporting for their committees were V. C. Tisdal, 
Jr., M.D., agricultural. 


Dwight Pierson, M.D., Mangum, has been invited to 
attend an infantile paralysis diagnosis clinic in an east- 
ern hospital under sponsorship of the National Infantile 
Paralysis foundation. 


C, Riley Strong, M.D., Elk City, told the Kiwanis club 
o: that city about the new treatment for infantile 
paralysis that combines the Sister Kenney heat packs 
tc relax the muscles and other methods. Dr. Strong has 
recently returned from Pittsburg where he took special 
training in the disease in the D. T. Watson Home for 
C-ippled Children. 


William F. LaFon, M.D., has been named vice-presi- 
d-nt of the American Business Club of Alva for the 
nxt six months. David J. Shepherd, M.D., is president of 
te organization. 


Two new physicians have been added to the Veterans 
hospital at Muskogee. They are Capt. Marvin B. Hayes, 
formerly of Vinita and a graduate of the University of 
Cklahoma School of Medicine, who has beer assigned 
to the hospital and James A. Atkins, M.D., formerly of 
lamar, Mo. Capt. Hayes is the son of P. L. Hayes, M.D., 

the Eastern Oklahoma Hospital staff at Vinita. 


D. L. Mathews, M.D., Tonkawa, was guest speaker 
cf the evening with pediatrics as his subject when the 
eighth district nurses’ association met in Tonkawa in 

inuary. 


Two Wichita Falls physicians were guest speakers for 
the regular monthly meeting of the Jackson County Medi- 
cal Society meeting held in January in Altus. Harry 
Ledbetter, M.D., delivered a paper on industrial injuries 

f the hand and William Powers, M.D., spoke on recent 

dvancements in treatment of heart diseases. 





DO YOU KNOW? 


That Richard G. Stoll, M.D., Chickasha, passed 
the test for membership in the American Board 
of Surgery. The test was taken about the middle 
of December in New Orleans. He is a graduate 
of the Western Reserve medical school and served 
his internship in the Cleveland city hospital. 

Other OSMA members certified by the American 
Board of Suregry are: Harold McKinley McClure, 
M.D., Chickasha; Louis J. Kennedy, M.D., Clinton; 
John Fish Park, M.D., McAlester; William P. 
Fite, M.D., Muskogee; Austin H. Bell, M.D., Okla 
homa City; Herbert D. Collins, M.D., Oklahoma 
City; Clifford C, Fulton, M.D., Oklahoma City; 
Robert M. Howard, M.D., Oklahoma City; LeRoy 
D. Long, M.D., Oklahoma City; Raymond L. Mur- 
doch, M.D., Oklahoma City; Charles M. O’Leary, 
M.D., Oklahoma City; Horace Reed, M.D., Okla- 
homa City; Victor K. Allen, M.D., Tulsa; Frank 
L. Flack, M.D., Tulsa; Davy Lewis Garrett, M.D., 
Tulsa; .Gifford Harold Henry, M.D., Tulsa, and 
Everett Neff, M.D., Oklahoma City. 
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Because DARICRAFT 


1. is EASILY DIGESTED 


2. has 400 U.S. P. Units of VITAMIN 
D per pint of evaporated milk. 


3. has HIGH FOOD VALUE 
has an IMPROVED FLAVOR 
. is HOMOGENIZED 
. is STERILIZED 
. is from INSPECTED HERDS 
. is SPECIALLY PROCESSED 
. is UNIFORM 
10. will WHIP QUICKLY 


PRESCRIBED BY MANY DOCTORS 
... You also may want to utilize Daricraft as 
a solution to your infant feeding problems, 
as well as in special diets for convalescents. 


PRODUCERS CREAMERY CO., SPRINGFIELD, MISSOURI 
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HAVE YOU HEARD? 











Roy Alvin Zink, M.D. 
1894-1947 

Roy Alvin Zink, M.D., died December 12 at his home 
in Tulsa of an accidental gunshop wound. 

Dr. Zink graduated from the Missouri School of 
Medicine in 1918 and specialized in internal medicine. 

He was a member of the Tulsa County Medical Society 
and a fellow of the American Medical Association. 


Frank LeRoy Carson, M.D. 
1882-1947 : 

Frank LeRoy Carson, M.D., Shawnee, died unexpectedly 
December 19 at his home. 

Dr. Carson was the Jast member of a trio of Shawnee 
physicians who formed a partnership in 1917 to found 
the ACH Clinic and who built the ACH Hospital in 1927. 
Dr. R. M. Anderson died July 13, 1942 and Dr. J. E. 
Hughes died January 15, 1946. 

Dr. Carson was born in Wakeeney, Kansas, but had 
lived in Pottawatomie county since he was six years old. 
He received his degree from the University of Okla- 
homa School of Pharmacy in 1900 and received his de- 
gree in medicine from Tulane University, New Orleans, 
in 1904. His internship was at Charity Hospital, New 
Orleans. 

A fellow of the American Medical Association, he had 
also been a member of the American College of Surgeons 
since 1917 and of the American Board of Surgery since 
1938. He was serving as chief surgeon of the ACH, as 
visiting surgeon at Shawnee City Hospital and consultant 
surgeon of Shawnee Indian Sanatorium at the time of 
his death. A captain in World War I, he was a member 
of the American Legion of Shawnee lodge 107, A.F. 
and A.M. 

He is survived by his widow, two sons, J. M. Carson, 
M.D., also associated with the ACH, and R. W. Carson, 
Freeport, Tex., two daughters, Mrs. L. P. Henry, Welles- 
ley, Mass., and Mrs. J. K. Henderson, Shreveport, La. 
Seven grandchildren and a sister, Mrs. Ida McKeown, 
Cushing, also survive. 


Aaron C. Little, M.D., Minco, has been awarded the 
bronze star medal for meritorious service as regimental] 
surgeon serving with the third marine division during 
operations against the Japanese forces on Iwo Jima from 
February 24 to March 15, 1945. 


Ollie McBride, M.D., Ada, is chapter chairman for 
Pontotoc county for the National Foundation for In- 
fantile Paralysis. 


R. D. Turner, M.D., Muskogee, addressed the Muskogee 
branch of the American Association of University 
Women recently on ‘‘Treatment of War Neurosis.’’ 


Ralph Phelan, M.D., Hobart, spoke on ‘‘The Army 
and the Nurses’’ at the fifth district meeting of the 
Oklahoma State Nurses Association held in Hobart. Ir. 
Phelan explained the various phases of army nursing. 
At the meeting, it was also announced that Oklahoma 
nurses had pledged $50,000 to the million dollar Okla- 
homa Medical Research Foundation. 


M. T. Moorehead, M.D., Ardmore, is the new surgeon 
at the Hardy sanitarium, Ardmore. His fater practiced 
medicine 50 years in one Ohio county and his brother 
is practicing in Ohio now. He will be associated with 
Walter Hardy, M.D. 


Vernon C. Merrifield, M.D., Ponca City, was recent. 
nominated for the board of directors of the Americ: 
Business club at Ponca City. 


W. B. (Bill) Mullins, M.D., has resigned his positi: 
as a member of the staff of the ACH clinic and hospita 
at Shawnee and will be associated with a pediatrician 
Amarillo, Texas. Robert LeHew, M.D., former physicia 
at Oklahoma A. and M. college and an army doctor, wi! 
succeed Dr. Mullins. 
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